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by Marie Mahoney 


Dinagine that the next time you 


visit your doctor for a routine 
checkup, he presents you with 
the following scenario. 

The bad news: You have a 
condition that, left untreated, 
could lead to heart disease, 
kidney failure or stroke. The 
good news: Your condition can 
be controlled — and your risk 
of developing these problems 
drastically decreased — if you 
faithfully take the medications 
your doctor prescribes. 

The right course of action | 
seems simple. 

Well, not necessarily — not 
if you're like the millions of 
people diagnosed 
with high blood 
pressure who don't 


follow doctor's orders. 
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“Physicians who treat high blood pressure 
face a real challenge,” says Henry Black, 
MD, chairman of the Department of 
Preventive Medicine at Rush. “It’s hard 
to convince someone that the blood 
pressure medication they’ve been taking 
for 20 years prevented the stroke that 
would have happened five years ago.” 

Affecting as many as 50 million 
Americans, high blood pressure is often 
called the silent killer, because there are 
rarely any symptoms to signal its presence. 
And, in far too many cases, high blood 
pressure goes unnoticed until it has caused 
irreversible damage. 

Black has played a lead role in national 
efforts to increase the number of people 
who are effectively treated for high blood 
pressure — also known as hypertension. 
Recently, he co-authored a report issued by 
the National Institutes of Health outlining 
standards of care for the condition. 

Under Black’s direction, Rush supports 
a comprehensive treatment and research 
program aimed at improving the care of 
people with high blood pressure. Physi- 
cians have special expertise in caring for 
the estimated 5 percent of hypertensive 
patients whose conditions resist treat- 
ment. Patient care programs are offered 
in tandem with ongoing research evaluat- 
ing new and established therapies. 


A Numbers Game 
If you know your blood pressure, you 
know it as a set of two numbers — 120/80, 
140/90, and so on. But what do these 
numbers mean? They indicate how easy 
it is for blood to flow through arteries, as 
measured by a sphygmomanometer — the 
familiar medical instrument featuring an 
inflatable arm cuff, a pump and a gauge. 
The first number is the systolic pres- 
sure, which represents the pressure exerted 
when the heart is beating. The second, or 
diastolic, number represents the pressure 
when the heart rests between beats. To- 
gether, these numbers reveal the amount 
of effort the heart has to exert to pump 


blood. The harder it is for blood to flow 


through arteries, the higher the numbers 
will be. 

“Patients shouldn’t be happy unless 
their blood pressure is less than 140/90,” 
Black says. New guidelines in the NIH 
report recommend lower target blood 
pressures for certain high-risk groups. 
People with diabetes should get their. 
blood pressure below 130/85, and people 
with kidney disease or protein in the 
urine should strive toward a goal of 


120/75, Black says. 


How Hypertension Affects the Body 
Hypertension tends to run in families and 
is more prevalent among African Ameri- 
cans. (See related story, pg. 4.) People who 
are overweight are at increased risk, as are 
those who consume diets high in salt. 
Drinking too much and exercising too 
little also places people at risk, as does 
taking birth control pills. 

“Most of the time, we don’t know 
what starts the process,” says Black. “In a 
sense, hypertension begets hypertension. 
The trauma of increased blood pressure 
against the walls of arteries causes thick- 
ening of those walls. This makes the heart 
work harder to get blood where it needs to 
go, which engenders even more trauma.” 

Over time, the extra work required of 
the heart causes it to become enlarged, 
placing people at risk for heart failure. 
High blood pressure can also lead to 
hardening of the arteries, causing heart 
attack and stroke. Damage also occurs as a 
result of trauma to small blood vessels in 
the kidneys and eyes. 


Treating the Disease 
Fortunately, there are upwards of 70 drugs 
available for treating hypertension, and 
another 40 drug combinations. These, in 
conjunction with lifestyle modifications 
such as a low-salt diet, regular exercise 
and weight loss, are effective in lowering 
blood pressure for most patients. 

The traditional treatment includes 
a combination of drugs known as beta 
blockers and diuretics. Diuretics lessen 
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pressure in arteries by ridding the body 

of excess water and sodium. Beta blockers 
lower blood pressure and also slow the 
heart, causing it to require less oxygen 
and, as a result, to pump less blood. 

Current efforts in the field are directed 
at determining whether newer medications 
are superior to standard therapy. So far, says 
Black, the jury is still out. 

“Some of my patients do better on 
newer drugs, but when trials are done, 
many of the older drugs are as well toler- 
ated,” he says. 

Rush is involved in several large-scale 


Henry Black, MD, in consultation with a patient. 


studies that may help 
settle the controversy. 
One is called ALLHAT 
— the Antihypertensive 
and Lipid-Lowering Trial 
to Prevent Heart Attack. 
ALLHAT asks whether 
newer blood pressure 
medications are more 
effective than diuretics in 
preventing heart attacks. 

These “new” agents 
fall into categories of 
drugs introduced in the 
1980s — calcium chan- 
nel blockers, alpha 
blockers and ACE in- 
hibitors. While each of 
these drugs affect blood vessels differently, 
they all have the same effect: preventing 
blood vessels from constricting. 

ALLHAT has enrolled 42,255 U.S. 
and Canadian patients. As a regional 
coordinator, Black is responsible for moni- 
toring 93 Midwest study sites. 

Another study pits standard therapy 
against a time-released form of a commonly 
prescribed blood pressure medication, 
verapamil. The novel drug-delivery system 
gives patients higher doses of medication 
in the early morning hours, when most 
heart attacks, strokes and sudden deaths 


occur. The study, called CONVINCE — 
Controlled Onset Verapamil Investigation 
of Cardiovascular Events — is enrolling 
15,000 patients at 600 U.S. and interna- 
tional sites. 

“CONVINCE asks whether it is possible 
to decrease the incidence of cardiovascular 
events between 6 a.m. and noon by lowering 
the morning surge of blood pressure,” says 
Black, who designed the protocol for the 
study with colleagues at Rush. 


Going for Goal 
Despite the importance of clinical trials, 
Black says the bottom line for blood pres- 
sure control is that it’s 
done, not how it’s done. 
“We can nitpick 
about which drug is 
best,” he says. “But the 
problem is that f 
public awareness 
of hypertension is 
going down, the 
rate of treatment is 
going down and, worse 
still, three out of four Americans don’t 
have their blood pressure under control. 
“There are always going to be people 
who aren’t amenable to everything we 
would like to do for them,” he says. “But 
we have to do better than we’re doing.” 


Study aims to slow kidney disease in African Americans with hypertension 


Charles Baker can remember a time when 
he woke up most mornings with swelling 
in his feet and legs so severe he had trouble 
putting his socks on. This was a telltale 
sign that his kidneys were not adequately 
performing their job — to rid his body of 


waste and maintain a proper fluid balance. 


Three years ago, Baker enrolled in a 
Rush study attempting to slow the progres- 
sion of kidney disease in African Ameri- 
cans through aggressive treatment of one 
of its underlying causes — hypertension. 
Called the African-American Study of 
Kidney Disease and Hypertension, the 
National Institutes of Health study is 
enrolling about 1,100 patients around 
the country. 

Hypertension strikes more often among 
African Americans than among people of 
other racial and ethnic groups. African 


Americans tend to develop hypertension — 


earlier in life and are more likely to suffer 
what physicians call “target organ dam- 
age.” As a group, African Americans are 
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~ more than three 


ot 


times as likely to | 
suffer from hyper- 


-tension-related 
kidney disease 


as the general 


_ population. 


“This study 
asks how we can ~s 
best achieve control MME Sito 
of kidney disease,” Study participant Char 
says George Bakris, pe 
MD, associate professor of preventive 
medicine and principal investigator of 
the study at Rush. “Does it matter what 
‘cocktail’ of antihypertensive drugs patients 
are given? Or is the level of blood pressure 
control more important?” 

Study participants receive one of three 
anti-hypertensive drugs, which are com- 
bined with other drugs as necessary to 
reach the desired blood pressure. For some 
patients, physicians will attempt to get — 
blood pressure to the recommended level 


Soa 


es Baker on the job. 


for people with kidney disease — less than — 
135/85. For others, they will attempt to 
drive blood pressure to 125/75. 

For his part, Baker already has reason 
to call the study a success. The 46-year-old 
computer technician has his blood pressure _ 
under control for the first time since he was 
a teenager. And he’s combining his medical _ 
treatment with a low-fat, low-salt diet. 

“Sometimes I cheat,” he says. “But 


I’m a lot more aware now of what I put in 


my stomach.” 


For decades, the term “learning 
disorders” has primarily been 
used to describe difficulties with 
reading and writing. Recently, 
experts have realized that some 
children suffer from a different 
type of learning disorder that 
prevents them from understand- 
ing the unspoken language of the 


playground and the classroom. 


m@ by Maggie Kennedy 


A smile can carry a dozen different messages. An eat-to-ear 
grin carries a much different meaning than a smirk flashed in 
distaste or a gentle smile exchanged with a loved one. In a 
world where most social interaction is unspoken, the ability 
to decipher gestures and other body language is an essential 
part of communication. 

But the subtleties of expression are sometimes lost on 
14-year-old Dan Geiger. A bright teenager with opinions on 
everything from Alexander the Great to time travel, Dan has 
trouble reading a raised eyebrow, an angry tone of voice, a 
slouch. Gestures and other expressions are almost like a foreign 
language to him — he sees them but can’t interpret them. 

“If I say I’m angry or happy, he’ll understand,” says his 
mother, Maryanne. “But he has trouble picking that up from 
my tone of voice or gestures.” 

Dan suffers from a nonverbal learning disorder, which 
makes it difficult for him to process social cues, as well as other 


Spring/Summer 1998 RushRecord ae 


visual and spatial information such as 
geometric figures, say researchers at the 
Rush Neurobehavioral Center. For 
decades, the term “learning disorders” 
has primarily been used to describe 
language-based difficulties, such as read- 
ing comprehension. Only recently have 
experts realized that some children suffer 
from a different type of learning disorder, 
in which they have trouble interpreting 
the visual and social world. Neurologi- 
cally, the difference is related to the 
location of the malfunction — in the 
right versus the left hemisphere of the 
brain. (See related story, page 7.) 


A poorly understood condition 


“About 4 to 5 percent of children with 
learning disorders have a nonverbal 
learning disorder,” says Meryl Lipton, 
MD, PhD, the center’s director, and a 
pediatric neurologist and educational 
psychologist. “But these children are 
often misdiagnosed or treated incor- 
rectly because so little is known about 
this disorder.” 

Lipton and her colleagues hope to 
correct this lack of knowledge through a 
comprehensive study funded by the 


Meryl Lipton, MD, PhD, director - the 
Rush Neurobehavioral Center 
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Rush Woman’s 
Board. By studying 
various aspects of 
this little-known 
condition, the 
researchers hope to © 
better understand 
children with 
nonverbal learning 
disorders and, 
eventually, 

develop educa- 
tional and psycho- 
logical strategies 

that will help 

them cope. | 

“If you can’t understand or 
communicate with other kids, you 
are considered different,” says Joseph 
Palombo, the center’s research coordina- 
tor and a clinical social worker. “Kids 
with this disorder also misinterpret a lot 
of what’s going on. For instance, they 
think that someone who is laughing 
loudly is making fun of them. Then they 
act on this misinterpretation.” 

This is particularly difficult when 
these children interact in large groups, 
which requires interpreting multiple 
cues. Palombo remembers a 9-year-old 
who was asked to leave summer camp 
because he couldn’t get along with the 
other children. When playing a game, 
the boy missed half the rules the other 
children set up because he couldn’t 
follow the interchange. Then he would 
get furious when the other children said 
he had violated a rule. He felt as if they 
were picking on him, says Palombo. 

Over the next few years, Palombo 
hopes to learn more about the emotional 
and social life of these children by talk- 
ing with them about school and other 
subjects. He will also interview their 
parents and review their medical and 
school records. 

A psychiatrist at the center, Karen 
Pierce, MD, will also conduct interviews 
with these children to learn if they 
suffer from anxiety, depression or other 
psychiatric disorders. Experts do not 
know whether these problems, fairly 
common among these children, are 
related to the disorder or are a result of 
being socially alienated. 


‘Dan Geiger, a 1 14-year-old wah nopberad lane cea p 
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learning disabilities specialist. 


Besides having trouble reading facial 
expressions and body language, children 
with nonverbal learning disorders have 
difficulties processing other information 
that requires visual and spatial abilities, 
says Warren D. Rosen, PhD, a clinical 
psychologist and pediatric neuropsy- 
chologist. For example, most can’t repro- 
duce geometric figures or complete a 
jigsaw puzzle. Reading and writing also 
present visual challenges. They might 
skip lines when reading or have trouble 
forming various letters. These children 
also have trouble navigating a building or 
loading their backpacks for school. 

Organizing projects with multiple 
steps — from school assignments to 
playground games — is also difficult for 
these children. While not visually or 
spatially linked, these problems can be 
attributed to the same neurological 
condition: a dysfunction in the networks 
in the right hemisphere of the brain, 
which control organizational as well as 
visual functions. 

“They have trouble breaking an 
assignment down into tasks,” says Rosen. 
“They don’t understand how each step 
relates to the next or how to tie all the 
pieces together at the end.” 


Focusing on capabilities 

Despite these difficulties, children with 
this disorder are often extremely bright. 
They typically have advanced language 
skills, as well as a propensity for facts and 
details. For example, Dan Geiger was 
talking at 10 months, recalls his mother. 
An “A” student, Dan is on his school’s 


academic team. During competitions, he 
whips off answers to random questions 
about calculus, history and literature that 
would stump many college students. 

Rosen theorizes that children with 
this disorder can learn to use their ad- 
vanced verbal skills to compensate for 
their visual, organizational and social 
difficulties. To test this theory, he asks 
children with the disorder to copy a 
visually complex figure, which they have 
great difficulty doing. (See illustration, 
at right.) Next, he walks the children 
through the drawing, giving them verbal 
tips on how to approach the picture. 


Developing educational strategies 
“Our hope is that if they learn the prin- 
ciples of organization, they will not only 
be able to structure visual layouts better, 
but also be able to organize other tasks 
like school assignments,” says Rosen. 
“For example, will they be able to figure 
out what the main goal of an assignment 
is and what the various elements com- 
prising it are?” 

Developing educational interven- 
tions like this is one of the main goals of 


The right-brain, left-b 


- An 8-year-old with a nonverbal learning disoré : 
_ The figure on the right is what he drew. 


the Rush Neurobehavioral Center, which 
helps families and teachers learn to work 


with children with learning disabilities, the center has paid off. In addition to his 


autism and other brain-based disorders. regular classes, Dan takes a study skills 
“When children have dyslexia or one of class for children with learning disabili- 
the reading disabilities, we always assume __ ties. He also meets frequently with 

that we will find the right way to teach Palombo and a private teacher. 

them to read,” says Lipton. “We have to “He has really matured,” says his 
assume the same thing with nonverbal mother. “In elementary school we would 
learning disorders. If their dysfunction is have to rehearse the day and follow a 
not being able to perceive the visual schedule to a T, because anything off 
world around them, then we need to schedule really threw him. Now he’s 
teach them to use their verbal abilities to —_ learning to deal with each thing as it 
organize the nonverbal world.” comes up.” 


rain theory updated 


The theory that the two sides of the brain 


control different functions was formulated 
more than a century ago, after physicians 
noticed that patients who suffered strokes 
or damage to one side of the brain lost 
certain abilities, says Meryl Lipton, MD, 
PhD, a pediatric neurologist and educa- 
tional psychologist. Damage to the left side 
typically results in a loss of language and 
verbal abilities, while right-brain damage 
usually means loss of visual, spatial, social 
and organizational functions. 

But thinking of the brain as two big 
compartments with specific roles is much 
too simplistic, says Lipton. In recent years, 
neurologists have recognized that the brain 


says Lipton. “When you read a word, you 
have to see the word, decode it and associ- 
ate the word with meaning. There are a 
lot of different pieces to it. So, we know 
that there are networks set up to handle 
particular functions.” 

Over the next several years, Lipton 
hopes to uncover evidence that brain 
networks control social and emotional 
processing — some of the skills that chil- 
dren with nonverbal learning disorders 
have trouble with. Through neurological 
exams, she will observe whether these 
children exhibit the physical signs of a 
right-brain hemisphere problem, such as 
trouble tapping the fingers on their 


operates more like a lively, distributed left hands. 

system of telephone networks. To complete a particular If this is the case, she hopes to “film” the brains of these 

task, such as writing a letter, the neurons in a person’s children as they perform various tests, using functional magnetic 

brain pass information along to each other via electrical resonance imaging. This advanced computer imaging technique 

and chemical signals. would allow Lipton to see what brain networks and regions are 
“Most functions really have more than one piece to them,” involved in various functions. 
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Lucy Garcilazo keeps her home packed with mementos, including 
this photo of her wedding. Her husband, Juan, died four years ago. 
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“Forget the baby boomers and the rest of the swelling aging 
population in the next century — my feeling is that we are 
in deep trouble now,” says Jack Bulmash, MD, a geriatrician 


fore than twice the / . at the Johnston R. Bowman Health Center for the Elderly 
re | at Rush. 
today. Experts say this”. As the population grays, academic medical centers — 


the backbone of the U.S. healthcare system — are recognizing 

their shortcomings in geriatric care. Rush, like similar institu- 
j ee tions around the country, has begun to think about ways it 

have afarr ee fs can integrate the various components of its healthcare net- 


on politics 


work to provide coordinated care for the elderly in the most 
cost-effective and humane way. The Rush Institute for 
Healthy Aging is undertaking this effort with help from 
Rush’s eight system hospitals. 

“All of the Rush hospitals are working together to meet 
the challenges of providing health care to older people,” 
says Patricia Rush, MD, codirector of the Rush Institute 
for Healthy Aging. 

The problems begin with a simple economic issue: It is 
too expensive to keep people who are ill in the hospital for 
extended periods of time. Today, both the government and 
private insurance companies are reducing payments, which 
means that some kinds of care must be moved out of hospitals. 

“To be ill, but otherwise medically stable, is not enough 
to keep a patient in the hospital,” Bulmash says. “Yet the out- 
of-hospital systems — what we traditionally think of as nurs- 
ing homes — that are supposed to be filling the gap are poorly 
organized. They aren’t ready for the seriously ill but stable 
patients they are increasingly required to take care of.” Skilled 
and subacute nursing facilities are facing limited Medicare 
funding, and traditional nursing homes do not have large 
enough staffs that are properly trained to provide longer 
periods of more intensive nursing care. 

“The main challenge of hospitals is to be able to move 
patients from one level of health care to another, through 
a seamless continuum of care,” Bulmash says. 

While the Rush System for Health has excelled in 
providing many components of the full continuum of care, 
leaders recognize the need to take the next step: They hope 
to design a system-wide model of older adult care, which 
focuses on maximizing patients’ independence and ability 
to function. 


Spring/Summer 1998 RushRecord 


“What we want to do 
in the Rush System 
for Health ts to 
guide patients from 
the hospital back 


into the community.” 


The GITT team meets with Lucia Duefas (second from left) in her home. 


“We want to be able to provide a full range of geriatric 
services in the system,” says Denis Evans, MD, codirector of 
the Rush Institute for Healthy Aging. 

To do this, Rush must consider the complex healthcare 
needs of the older adult population. While today’s elderly have 
longer life. expectancies than any generation before them — 
72 years for men and 79 years for women — a long life does 
not necessarily mean good health. Because they are living 
longer, on average, today’s elderly are increasingly likely to 
face cognitive problems such as dementia, as well as multiple 
chronic illnesses such as diabetes, high blood pressure, heart 
disease and arthritis. As they age, they may also lose their 
sight and hearing, and develop psychological problems, such 
as depression and anxiety. 

“Our overall goal in geriatric care is not only to lengthen 
people’s lives, but to extend the quality of their lives,” says 
Evans, who leads several research projects on aging. “Most 
older people have a complex web of health problems. As 
caregivers, it’s our goal to address this web of problems and 
find ways to help the person function as well as possible.” 


FACTS ON AGING 


Minority populations are expected to represent 
One quarter of the elderly population in 2030, 
up from 13 percent in 1990. 


More than 14 percent of the Chicago population 
is age 65 or older. 


By the year 2000, the number of people need- 
ing long-term care will rise to almost 9 million. 


More than 5 million older people need assis- 
tance with activities of daily living: bathing, 
dressing, eating and getting around the house. 


The older population (age 65 and older) num- 
bered 33.9 million in 1996. They represented 
13 percent of the U.S. population, about one in 
eight Americans. More than 2 million people 
celebrated their 65th birthday in 1996 — a rate 
of 5,570 per day. Le 
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TEACHING TEAMWORK 

To begin to deal with these challenges, leaders at the 

Rush Institute for Healthy Aging have developed the Geriatric 
Interdisciplinary Team Training (GITT) Program. The program 
trains resident physicians, advanced practice nursing students, 
social workers and trainees from eight other disciplines to 

work in teams to care for elderly patients at six clinical sites 

in Chicago. Rush is one of eight academic medical centers in the 
United States to combine classroom learning with clinical experi- 
ence to teach interdisciplinary care of the elderly. With support 
from a grant from the John A. Hartford Foundation of New York, 
more than 300 trainees from Rush and the Loyola University 
Chicago School of Social Work will participate in the training 
program over the next two years. 

“The fact is, several health professionals working together can 
usually do a better job of keeping older people healthy and inde- 
pendent than even the most brilliant health professional working 
alone,” Evans says. 

A visit to the home of Lucy Garcilazo shows this theory in 
practice. Garcilazo, 82, is a patient at the Neighborhood Family 
Practice of Pilsen, one of six training sites around Chicago. 

“This is the junk I’ve collected over the 50 years I’ve lived 
in this house,” Garcilazo laughs while welcoming a resident physi- 
cian, social worker and a clinic volunteer into her living room 
packed with photos and knickknacks. 

Garcilazo maneuvers her walker through a narrow hallway to 
the kitchen to show off her thriving houseplants and a photo of 
her husband, Juan, who died four years ago. 

“How’s your shoulder doing, Lucy?” asks Kristen Pomeroy, 

a social work trainee at Loyola. Pomeroy wants to know if 
Garcilazo is sleeping with an orthopedic pillow that the team gave 
her a few weeks before. It’s to help the pain Garcilazo has been 
having since she fell in her kitchen and injured her shoulder last 
year. When Pomeroy sees that the pillow is still wrapped in plastic, 
she gently reminds Garcilazo that using it will help ease her pain. 
The team also delivers Garcilazo’s medicines because she doesn’t 
like to leave the house too often. “I’m afraid ’Il fall,” she says. 

One of the goals of the GITT program is to teach trainees to 
appreciate what older patients like Garcilazo are going through, 


says Patricia Rush, MD. “Older people face a number of psy- 
chological issues, such as grief and depression when their 

friends die. They are also dealing with their loss of indepen- 
dence. Many older people can also become overwhelmed by 
financial concerns, such as having limited incomes and track 
ing confusing insurance claims and co-pays,” she says. 


UNDERSTANDING THE ELDERLY 

The program encourages trainees to recognize that even 
seemingly trivial treatment decisions can have a major impact 
on an elderly patient. For example, if a doctor prescribes an 
expensive cholesterol-lowering drug for an elderly woman, it 
may require her to forego other items that she pays for herself, 
such as fresh fruits or cleaning items. If one of the medication’s 
side effects is incontinence, the patient may fear traveling on 
public transportation. This could create increasing demands 
on the patient’s adult children, who may discuss whether 
their mother needs to give up her home and move into a 
nursing home. 

Through the GITT program, ongoing research and other 
projects, Rush can help keep elderly patients healthy and in 
their communities for as long as possible. 

“In the United States, we have a wonderful array of 
technically advanced services for older people,” says Evans. 
“But for an outsider, the system is difficult to penetrate. For 
example, patients may have difficulty understanding what can 
be done to make it easier to take care of themselves at home 
after a hospital stay. What we want to do in the Rush System 
for Health is to guide patients from the hospital back into the 
community. And we want them to feel good about it.” 


$e 
phic medivel C”™* 
sno Y SAL Ly, 


RS; 
-_— 
? Lo 


Maria Villacrest and other seniors exercise regularly at Dvorak 
Park in Chicago's Pilsen neighborhood. 


RESEARCH TARGETS WAYS TO 


tive suffering from Alzheimer’s disease or 
another dementia are enormous. “Families want to keep 
their relatives at home for as long as they can,” says Judith 
McCann, DNSc, RN, associate professor of psychiatric and 
gerontological nursing, who conducts research through the 
Rush Alzheimer’s Disease Center. 


“But ee it is just impossible cé EF. OH Z 1 es 
if the patients’ adult children have to 

work. And even if the patients’ 

spouses live at home, the caregivers WANT LO 


may just need a break.” 

Rush researchers are leading 
multiple research projects aimed 
at improving the lives of dementia 


keep their 


patients and their families. One study Te Cl ALES 
at the Rush Institute for Healthy 

Aging aims to determine whether aL Ao me fo T 
adult day care can delay nursing 

home placement for people with 

Alzheimer’s disease. The study, as long as 


funded by the National Institute of 
Aging, is a continuation of another 
research project led by Denis Evans, 
MD, and McCann. The earlier study tested whether people 
with dementia remain mobile and independent and are less 
likely to become physically aggressive and verbally abusive — 
both symptoms of Alzheimer’s — while in specialized day care 
for people with Alzheimer’s disease. 

Many consider day care, at about $40 a day, to be a cost- 
effective alternative to nursing home care, at about $100 a 
day. “The government’s Medicaid program, which pays for 
health care for the financially needy, is the single largest 
payer of nursing home care. Medicaid could save money by 
paying for day care as an alternative to nursing home care,” 
McCann says. 

Day care may be only part of the solution for preventing 
early placement in a nursing home. Research conducted at 
Rush suggests that physically aggressive and verbally abusive 
behavior in the middle to late stages of dementia is often 
responsible for inappropriate, early nursing home admissions. 
“When you have these inappropriate behaviors in the ex- 
treme, they can push the caregiver over the edge,” says David 
Lindeman, PhD, associate professor of neurological sciences 
and internal medicine at Rush. 

Lindeman and Carol Farran, DNSc, RN, professor of 
psychiatric and gerontological nursing, have developed a 
training program to help families identify the triggers for 
disruptive behavior and cope with these behavioral problems 
in an effort to delay nursing home admission. Funded by the 
National Institute of Nursing Research, the researchers hope 
to test the effectiveness of their training program on 260 
caregivers of Alzheimer’s patients over the next two years. 


they can.” 
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IBS World War |, the United 
States inadvertently acquired a 
secret weapon that many history 
books fail to mention: a virulent 
strain of the influenza virus 
that evolved in American pigs. In 
an unintentional case of germ 
wartare, U.S. troops carried the 
virus ta Europe, many believe. This 
set off a flu epidemic that killed 
2| million people worldwide and 
helped weaken enemy troops, 


contributing to an Allied victory. 
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The proteins along the membrane 
of a virus seek out a healthy cell. 


Other tiny organisms, like bacteria, were also infecting millions 
in the early part of the century, causing feared diseases such as 
scarlet fever and tuberculosis. Medical progress since then has 
made it possible for physicians to successfully treat these and 
most other bacterial infections with antibiotics and other medi- 
cations. But many infections caused by viruses — from the 
common cold to the human immunodeficiency virus — have 
proven more elusive. 

In the laboratory at Rush, Fredric Cohen, PhD, a world- 
renowned biophysicist, has spent the last 10 years studying 
how viruses infect people. During that time, he has uncovered 
new information on how these organisms attach and “fuse” to 
healthy cells in our bodies after they get inside us via the air 
we breathe or the food we eat. Besides helping to define how 
viruses behave, Cohen’s research will help scientists understand 
similar cellular processes, such as how a sperm fuses with an egg 
during reproduction. 

Knowing how biological processes work is the first step in 
developing the best possible treatments, says Robert Eisenberg, 
PhD, chairman of the Department of Molecular Biophysics and 
Physiology. “Basic science is essential to medicine,” he says. “It 
is through research that we will produce the cures for diseases 
that we merely treat today.” 

Of all the invisible organisms that lurk in air particles and 
other tiny hiding places, viruses may well be the most predatory. 
Perfect parasites, viruses have only one goal: to take over 
healthy cells so they can make more of themselves, says Cohen. 

Unlike bacteria, viruses cannot live independently or 
reproduce on their own. As single-cell organisms, bacteria 
contain all the cellular material they need to live on their 
own. But viruses consist only of genetic material — a strand or 
strands of RNA or DNA twisted into a ladder-like structure — 
surrounded by water and a membrane. 

Missing the necessary parts it needs to replicate, a virus 
pursues a healthy cell and takes it over. The virus then uses the 
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Viral proteins grab onto the cell 


membrane, and the two membranes ~ 


fuse, forming a hole or fusion pore. 


cell’s reproductive capabilities to make copies of itself. 

This parasitic behavior is what makes viruses difficult to 
kill with drugs. “The problem with viruses is that they become 
part of the cells they infect,” says John Pottage, MD, associate 
professor of internal medicine in the Section of Infectious 
Disease. “The difficulty in treating viral illnesses is that you 
need to poison something unique to the virus. But how do you 
isolate the virus from the body? How do you kill it without 
causing great toxicity to the host?” 

Most viruses only go after a particular type of cell, says 
Pottage. For example, cold viruses only infect cells in the upper 
nasal tract. Most viruses also prefer either plants or animals, but 
some attack more than one species, such as the 1918 influenza 
virus that jumped from pigs to humans. 


The mechanics of fusion 

Cohen is focusing on the influenza virus because it is easier to 
manipulate in the laboratory than other viruses. But all viruses 
follow the same process when fusing with a cell, he says. (See 
illustration, above.) Along the outer membrane of the virus 
are proteins, or molecules made up of amino acids, an essential 
building block of all life forms. A viral protein’s job is to find 
the type of cell that the particular virus binds to — such as a 
nasal tract cell — and then fuse with the cell’s surface. 

The content of the proteins that cause fusion is different 
in every virus. For instance, the influenza protein is made up of 
different amino acids than the HIV protein. But, interestingly, 
scientists have found that these two proteins — and possibly 
many other viral proteins — share a similar three-dimensional _ 
shape. They are shaped somewhat like broccoli florets that have 
tiny suction cups among their sprouts, says Cohen. 

Discovering that these proteins share the same shape is like 
learning that the same wrench can be used to unscrew every 
bolt. “Proteins are like machines,” says Cohen. “They have to 
do something. If you want to turn a bolt, the important thing is 


The viral RNA or DNA moves through 
the fusion pore and begins taking — 
over the.cell. “4 
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Biophysicist Fredric Cohen, PhD 


that the wrench fits the bolt. So if we can define the mecha- 
nism for how one viral protein causes fusion, we’re going to 
understand how it works in other viruses.” 

When a virus infects a cell, these machine-like proteins 
grab onto the cell membrane using their tiny suction cups, 
and the two organisms fuse. A hole, or fusion pore, then opens 
between the two membranes, says Cohen. Once the pore opens, 
the viral RNA or DNA moves through the hole into the cell’s 
interior and begins setting up house. 

Cohen and his staff have been able to measure this process 
in different ways. One way is tracking the electrical current that 
moves between a virus and a cell as they fuse. All living organ- 
isms use electricity to carry out various functions, like trans- 
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how do yall isolate the virus 
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porting important nutrients and minerals, says Cohen. Scien- 
tists have long known that some of the nutrients that organisms 
need, such as sodium or potassium, carry an electrical charge. 
These molecules, called ions, are able to move about electri- 
cally within an organism because we are all made up primarily 
of water — a natural conductor of electricity. 

Since cells and viruses need only a limited amount of 
sodium and potassium, their outer membranes regulate the 
traffic of ions in and out. These membranes have the consis- 
tency of olive oil, making them natural insulators. To pass in 


and out, ions have to go through special gateways on the mem- 
brane, called channels. (See “One Last Thought,” page 28.) 


Measuring viral fusion 

But after fusion, the ions in a virus are free to move through 
the fusion pore into a cell’s interior. Cohen and his associates 
measure the electrical current of these ions as they move into 
the cell with a tiny glass needle, called a micropipette. This 
needle is hooked up to a special amplifier that is able to pick 
up and amplify small levels of electrical current. 

The lab scientists place a virus and a healthy cell in the © 
same petri dish. Then, looking through a microscope, they 
position the micropipette against the healthy cell and wait for 
the virus to attack. The scientists know when fusion is occur- 
ring because the electrical current recorded by the amplifier 
eradually increases as the fusion pore gets larger to allow the 
RNA or DNA to pass from the virus to the cell. 

Now, Cohen is trying to better understand the protein’s 
role in fusion. For instance, he is trying to determine what part 
of the protein makes the fusion pore and how. “Different parts 
of the protein control different steps,” says Cohen. “You have 
this whole assembly line working, and we’re trying to identify 
what the steps are, and what the parts of the protein are that 
control these various steps.” 
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For now, medicine is limited in what it can do to treat 
viral infections like the flu or HIV. Thankfully, many serious 
viral infections, like mumps and smallpox, are prevented 
through immunizations. When a child is injected with a 
weakened strain of a virus — like the one that causes the 
mumps or measles — he or she develops an immunity to it. 
Immunity also develops after a person contracts a viral illness 
and recovers from it. 

But some viruses have proven difficult to prevent because 
they have many different strains, Pottage says. “Some viruses, 
like the flu, mutate constantly. They change their genetic 
nature. So the vaccine you use for one strain of virus doesn’t 
necessarily work for another.” 

HIV is another quick-mutating virus that might be 
treated with more effective anti-viral agents. HIV has prov- 
en to be one of the more deadly viruses because it attacks 
immune cells — the very cells that are meant to destroy 
invading organisms. 


Clues about similar cellular processes 

Eventually, Cohen’s research may prove helpful in developing 
drugs that stop viral proteins from fusing with healthy cells — 
thus, preventing viral infections before they can occur. But 
understanding viral fusion has implications for other types of 
health problems besides viral infections, says Cohen. Many 
cells in the body follow a similar fusion process when repro- 
ducing or communicating with each other. For instance, a 
sperm fuses with an egg during fertilization, and brain cells 
transmit messages using membrane fusion. 

“All these processes use proteins that seem to have the 
same structural motifs and use the same mechanisms,” says 
Cohen. “So understanding viral fusion will have implications 
for a wide range of problems, such as improving fertilization 
or treating psychiatric diseases.” 
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Alum conducts ground-breaking AIDS research 


by Laura Ramos 


The first time Sarah 
Schlesinger Frankel, 
MD ’85, studied cells 
in a lab, she was a 
teenager working for 
train fare and cafete- 
ria tokens. But 20 
years later, her poten- 
tial rewards are much 
‘greater — discover- 
ing a way to prevent 
the spread of the 
human immuno- 
deficiency virus. 


When Frankel was 16, she 
talked her way into a job at 
Rockefeller University in New York, 
studying certain kinds of white blood 
cells — called dendritic cells — in 
mice. This early exposure to 
dendritic cells boosted Frankel’s 
interest in science, and today, she is a 
staff pathologist at the Armed Forces 


Institute of Pathology in 
Washington, D.C. Frankel 
works with the Walter Reed 
Army Institute of Research to 
develop an HIV vaccine, 
based on her knowledge of 
dendritic cells. 

Scientists recently 
discovered that dendritic cells 
are the first cells that the 
AIDS virus infects during 
sexual transmission. Dendritic 
cells have threadlike tentacles 
that capture infectious agents, 
or antigens, and process them, | 
Frankel says. “Dendritic cells 
signal the T cells to go back to 
the lymphoid tissue where there are 
even more T cells, so the body can 
mount an immune response,” 
Frankel says. 

HIV, which thrives by 
infecting the cells of the body’s 
immune system, capitalizes on this 
natural physiology. “Dendritic cells 
basically give HIV a free ride to the 
lymphoid tissue where the T cells 
are,” Frankel says. 

An effective HIV vaccine 
would either block the initial viral 
infection or somehow interfere with 


Dendritic cell infected with HIV 


photo: Sarah Frankel, MD 


the dendritic cells’ ability to transfer 
the virus back to the T cells, Frankel 
says. Her current research is studying 
the possibility of blocking the 
transfer of HIV through dendritic 
cells by employing neutralizing 
antibodies. If that is possible, 
scientists could try to develop a 
vaccine to do that. 

Besides studying HIV, military 
researchers are also looking at ways 
to prevent malaria, dengue and 
encephalitis. Over the last few 


continued on next page 
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Alum’s policy helps children who need health care 
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by Laura Ramos 


P., Kienberger Jaudes, MD 775, 
is one physician who takes patient 
advocacy to the next level: policy- 
making. As health director for the 
Illinois Department of Children and 
Family Services (DCFS), she is 
responsible for ensuring that more 
than 48,000 children in the state’s 
custody receive comprehensive 
health care. 

For Jaudes, getting involved in 
policy-making was a natural exten- 


sion of her dedication to pediatrics 
over the last two decades. “I became 
involved in policy to help change 
and improve the system responsible 
for child welfare,” Jaudes says. 

When she took the position of 
health director for DCFS in 1993, her 
first major initiative was establishing 
a managed healthcare plan, called 
HealthWorks of Illinois, for children 
in the care and custody of the state. 
HealthWorks is a network of pediatri- 
cians, family physicians and commu- 
nity-based case managers, organized 
by DCFS and the state departments 
of public aid and public health. 

Launched in 1995, the program 
provides comprehensive health evalu- 
ations of children when they are 
taken into state custody, as well as 
ongoing primary care services, such as 
immunizations. Case managers help 
ensure that children receive the care 
they need. 

“DCES children are the least 
healthy children in America,” Jaudes 
says. “They are three times more 
likely to have a chronic illness than 
the population at large. About 40 
percent are developmentally delayed. 
Almost half have behavioral or men- 
tal health problems.” 

In 1996, Jaudes was recognized 


as Pediatrician of the Year by the 
Illinois Chapter of the American 
Academy of Pediatrics for setting up 
HealthWorks. 

In addition to her public health 
role, Jaudes serves as president and 
CEO of La Rabida Children’s 
Hospital and Research Center, a 
private, nonprofit hospital that pro- 
vides comprehensive multidiscipli- 
nary care for children who have 
chronic diseases or have been mal- 
treated. “We’re not only concerned 
about the medical aspects of the 
child’s disease, but also the psycho- 
social, behavioral, developmental and 
educational needs of the child and 
family,” Jaudes says. 

Jaudes, who was named presi- 
dent and CEO of La Rabida last sum- 
mer, has no intention of giving up 
her practice to pursue policy-making 
or administrative work full-time. She 
still makes time to see her own pedi- 
atric patients two days a week, and is 
a professor of clinical pediatrics at the 
University of Chicago’s Pritzker 
School of Medicine. 

“My identity has always rested 
with being a pediatrician,” Jaudes 
says. “This is something | will never 
give up. It’s important to keep my 
focus clearly on children.” 
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decades, the military has played a key 
role in helping develop vaccines for 
hepatitis A and malaria. “The 
military deploys young men and 
women all around the world, and 
they can only do their jobs if they 
are not getting sick from the 
pathogens that are out there,” 
Frankel says. 

Despite Frankel’s busy work 
and personal schedule, which 


includes raising four boys, she found 
time last winter to present a lecture 
on her dendritic cell research at 
Rush. This spring, Frankel is 
spending many days and nights in 
the lab, in hope of discovering 
whether or not dendritic cells can 
be neutralized and somehow block 
HIV transmission. “We should have 
an answer on dendritic cells’ ability 
to be neutralized soon, maybe over 
the next few months,” Frankel says. 
“But the next step — designing a 
vaccine — will probably take years.” 


« 
Sarah Schlesinger Frankel, MD ‘85 
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What Medicare funding cuts mean 
for U.S. academic medical centers 


Erich E. Brueschke, MD, The Henry P. Russe, MD, Dean of Rush Medical College 


W... entering a challenging time 
for academic medical centers, and Rush 
is no exception. Hospitals across the 
country have been hit with severe 
reductions in federal Medicare pay- 
ments, which «ffect how they train doc- 
tors and care for patients. 

Since its inception more than 30 
years ago, the Medicare program has 
supported a portion of the costs of grad- 
uate medical education. But that 
changed last August when President 
Clinton signed Congress’s Balanced 
Budget Act of 1997, which included 
sweeping Medicare cuts. While all hos- 
pitals are affected, the act specifically 
targets academic medical centers, cut- 
ting payments in eight areas, including 
indigent care and resident education. 

All in all, the federal government 
will pay academic medical centers mil- 
lions less each year for providing the 
same services as they have in previous 
years. No hospital in the country pre- 
dicted cuts of this magnitude. Many 
healthcare leaders have questioned 
whether the public realizes the impact 
these cuts will have on academic med- 

‘ical centers, which have been the back- 
bone of the U.S. healthcare system for 
decades. Medicare cuts, combined with 
the rise of managed care and increased 
price competition, may affect how 
teaching hospitals conduct research and 
train doctors. The cuts may also affect 
how care is delivered to the most needy 
in our country: Teaching hospitals have 
traditionally served large numbers of 
the poor and the elderly. 


Rush’s Strategy 

For many years, academic medical cen- 
ters have become more competitive 
and have made great strides in improv- 
ing their efficiency and reducing 
patients’ lengths of stay. Still, it is diffi- 
cult for academic medical centers to 


compete on price for insurance con- 
tracts with non-teaching hospitals. 

Leaders at Rush are confident 
that the Medical Center can make up 
for these Medicare losses by moving for- 
ward with Rush 2000, an institutional 
effort to improve hospital efficiency and 
cut costs. Leaders at Rush Medical 
College will help to identify areas of 
cost-savings without compromising the 
College’s commitment to providing the 
best medical education available. 

While Medicare cuts and market- 
place changes are forcing us to re-exam- 
ine how we train doctors and do 
business, one thing we will not change 
is our dedication to outstanding med- 
ical education, innovative research and 
superior patient care. We must adhere 
to the vision and values that have led 
to our success. If we do, we shall con- 
tinue our pivotal role in the future of 
health care in the country. 


International Success 

A medical center that wants to build a 
strong international reputation first has 
to build some international muscle. 
That was the thinking behind a new 
committee we created at Rush Medical 
College, led by Donna Bergen, MD, 
assistant chairman of the Department 
of Neurological Sciences. 

One of the goals we have at Rush 
is to expand our international influ- 
ence by working with other countries 
in education, research and clinical care. 
We believe we can learn from other 
countries and they can learn from us. 

Our students and faculty have 
been working on a number of projects 
to help build Rush’s global focus: 

e In November and December, 
Rush played host to two different 
groups of Chinese physicians. The first 
group included physician-administrators 
touring Chicago to study American 
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hospitals. The second group of doctors 
wanted to learn more about continuing 
medical education and spent a half day 
discussing continuing medical educa- 
tion with Meryl Haber, MD, associate 
dean for graduate medical education. 

e Dennis Caralis, MD, MPH, of 
the Department of Cardiology, is lead- 
ing our international clinical program 
and working with a Greek-American 
group to bring patients needing difficult 
heart surgery from Greece. 

e Student groups from Rush have 
traveled to Mexico and other underde- 
veloped countries to study rural and 
urban medical practices. 

e Rosalind Cartwright, PhD, of 
the Sleep Disorder Service, has 
accepted three visiting research fellows 
from Thailand in the last three years. 

e Edmund Lewis, MD, of the 
Department of Internal Medicine, 
Section of Nephrology, is working on 
international cooperation in studies 
and original drug trials. 

e Bill Hayden, MD, director of 
the pediatric intensive care unit, went 
to Cairo University in Egypt to build a 
relationship with the institution. 

These are examples of how Rush 
faculty are improving the Medical 
College’s international reputation and 
internal assets. We'll keep you updated. 
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Rush alum Rottman, emergency medicine expert, 
Studies the impact of natural disasters on health 


by Laura Ramos 


A 30-second earthquake can send 
an aftershock through public health 
that lasts for a year or more. That’s 
why Steven Rottman, MD 75, an 
emergency medicine physician and 
researcher, is teaching healthcare pro- 
fessionals and 
public health oe 
officials how to : 
recognize the 
prolonged 
health effects of 
disasters and 
other large-scale 
emergencies. 
“During a 
disaster, emer- 
gency physicians 
are concerned 
with evaluating 
large numbers of 
people in their 
emergency 
departments,” 
Rottman says. 
“But after that 
immediate 
influx is gone, 


go back to their 
standard operating procedures. But 
the disaster doesn’t end there — it 
pretty much begins at that point.” 
Rottman, professor at the 
University of California — Los 
Angeles schools of medicine and pub- 
lic health, teaches emergency medi- 
cine to students and residents, and 
also directs a program for public 
health professionals on disaster- 
readiness planning. Last year, he 
received a two-year grant to develop 
a public health curriculum — which 
covers topics such as community 
health and disaster preparedness and 
management — and to launch the 
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Center for Public Health and Disaster 
Relief at UCLA. 

At the new center, Rottman 
hopes to develop research on the 


public health implications of natural 
disasters in the United States. But he 


The 1994 earthquake in Los Angeles had a major impact on public health. It left 50,000 people homeless in 45 
the staff usually Seconds. Here, people wait for medical attention in the parking lot of a hospital in the San Fernando Valley. 


concedes this will not be an easy task. 
“Research in this area is very hard to 
do because you are in an uncon- 
trolled environment. It’s not like a 
lab where you have a controlled 
experiment where all of the other 
conditions are the same,” Rottman 
says. “Because of that, we have to 
develop research strategies that are 
unconventional, yet stand up to some 
scientific rigor.” 

What concerns Rottman most 
is the impact that disasters can have 
on the general population, or those 
not immediately affected by the disas- 
ter or emergency. An earthquake, tor- 


nado or hurricane can mean that a 
large number of people have to con- 
tend with contaminated water and 
lack of electricity, plumbing and 
refrigeration for their food. 

Both public officials and 
healthcare 
workers have 
to address these 
public health 
hazards and ask 
the right ques- 
tions, such as, 
“How will peo- 
ple get water to 
drink and wash 
their hands? 
What can be 
done to pre- 
vent the spread 
of infectious 
and respiratory 
diseases in 
these condi- 
tions? How do 
healthcare 
providers reach 
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people who 
cannot make it 
to a hospital 
emergency room?” 

For example, one public health 
challenge unique to disasters is an 
unstable, migratory patient popula- 
tion. Rottman faced this problem 
firsthand during the Los Angeles 
earthquake of 1994, which left 
50,000 people homeless in 45 sec- 
onds. “People were living in parks 
with poor sanitary conditions, so we 
sent a team of doctors and nurses to 
the parks to try to identify people 
who had diarrhea or respiratory ill- 
nesses, or who needed medication for 
ongoing conditions but didn’t have 
continued on page 9 


Spring signals Homecoming at Rush 


Barbara Fuller, MD '76, President, Rush Alumni Association 


a et ready to relive your favorite Rush 
memories at this year’s exciting Alumni 
Weekend, June 11 through June 13. 

Alumni who return to Rush on 
June 11 can catch up with their class- 
mates at a cocktail reception. Rush 
graduates are also invited to take guided 
tours of the Medical Center, which has 
been renovated extensively over the last 
few years. 

On June 12, the Alumni 
Association kicks off its official Alumni 
Day with Grand Rounds, presented by 
Kevin Conlon, MD ’83, MS. His lecture 
is titled “Cancer Vaccines 1998: Is the 
Emperor Finally Clothed?” 

That morning, alumni can also 
attend the 17th Annual Alumni 
Clinicopathological Conference fol- 
lowed by Brunch with the Dean at the 
Robert W. Sessions House. 

In the evening, the Alumni 


Deutsch earns 
top honor 


Rush alumni have elected 
Thomas A. Deutsch, MD ’79, this 
year’s Distinguished Alumnus. Each 
year, the Alumni Association gives 
the award to an alum with a distin- 
guished career in medicine. Deutsch 
is chairman of the Department of 
Ophthalmology and professor of oph- 
thalmology at Rush, as well as an 
adjunct professor of biomedical engi- 
neering at Northwestern University 
in Evanston, Ill. Deutsch also served 
as president of the Alumni Associa- 
tion from 1991 to 1993. 

He follows his father, William, 
and his grandfather Emil as the third 
generation of Deutsch physicians to 
practice ophthalmology at Rush. 


Association hosts its annual Com- 
mencement Banquet at the Chicago 
Hilton and Towers. 

At the banquet, the Alumni 
Association will award its 1998 Distin- 
guished Alumnus Award to Thomas A. 
Deutsch, MD ’79. 


Tom is chairman of the Depart- 


ment of Ophthalmology and professor of 


ophthalmology at Rush (see related 
story, this page). Tom says he has spent 
nearly every working day for more than 
20 years at Rush. Awards Committee 
members say he is an accomplished aca- 
demic and clinical physician whose life 
is devoted to medicine, his patients and 
his students. 

On June 13, alumni are welcome 
to attend the 1998 Rush University 
Commencement at the University of 
Illinois at Chicago Pavilion. That 
evening, all alumni, their families and 


Thomas A. Deutsch, MD '79 


Since Deutsch joined Rush’s 
Department of Ophthalmology in 
1984, he has developed an eye 
research program, exploring new 
ways to treat cataracts, diabetic 
retinopathy and eye diseases related 


to AIDS. 


other guests are invited to a dinner 


party at the Lincoln Park Zoo’s Helen 
Brach Primate House. 

For more information on these 
events, see page 10 or call Lynn 
Friedman in the Alumni Office at 
312-942-7164. 


Deutsch earned his AB degree 
in political science at Washington 
University in 1975. He graduated 
from Rush in 1979 and completed his 
internship at Presbyterian-St. Luke’s 
Hospital in 1980. He conducted his 
residency at the University of Illinois 
at Chicago Eye and Ear Infirmary 
from 1980 to 1983. 

He is a member of the board of 
directors for the Illinois Society for 
the Prevention of Blindness and a 
board member for the Chicago 
Lighthouse. 

The 1998 Distinguished 
Alumnus Award will be presented to 
Deutsch at the Commencement 
Banquet during Alumni Weekend, 
which will be held at 7 p.m. on 
Friday, June 12. 

For information on Alumni 
Weekend, see page 10 or call Lynn 
Friedman at 312-942-7164. 
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Talking computer brings interactive learning 


A talking computer has changed the 
way neurobiology is taught at Rush 
Medical College. With the help of an 
advanced multimedia computer pro- 
gram developed by W. Frank Hughes, 
PhD, associate professor of anatomy, 
first- and second-year medical stu- 
dents are getting a head start building 
their clinical reasoning skills. 

The concept of using multi- 
media presentations in teaching is 
not new. In fact, Hughes and course 
co-director, Thomas J. Hoeppner, 
PhD, associate professor of neurologi- 
cal sciences, have been using com- 
puter-based presentations in their 
course as far back as 1990. But for the 
first time at Rush, a computer is play- 
ing a bigger role in the classroom — 
that of a surrogate instructor. 

The program, called the Case 
Study Guide, enriches case presenta- 
tions with video, audio and computer 
imaging and animation. It promotes 
discussion and brings hands-on, inter- 
active learning to a course normally 
taught in a lecture format. “By using 
the Case Study Guide, we’re breaking 
the mold of the traditional, 
passive learning of the lec- 
ture course,” says Hughes. 

In 1996, Hoeppner an 
Hughes tested the program 
as a case study tool for stu- 
dents in the alternative curriculum’s 
neuroscience course. After observing 
higher test scores among students 
who did their group work with the 
program versus students who worked 
in text-based case study groups, the 
instructors decided to bring the pro- 
gram to the traditional curriculum in 
1997, using the interactive computer 
program as a main teaching compo- 
nent. “The redesigned course is truly 


Students attending the 1998 Rush University Research Forum learn about an interactive, multimedia 


Pee! 


computer program, developed by W. Frank Hughes, PhD, and Thomas J. Hoeppner PhD. 


a hybrid of the best elements of tradi- 
tional and problem-based learning in 
the style of Rush’s alternative cur- 
riculum,” says Hughes. 

Instead of meeting for 10 weeks 
of lecture sessions in a large-class for- 
mat, the restructured traditional cur- 
riculum course is split into two, 
five-week sessions. Hoeppner and 
Hughes teach the core concepts of 


“We're breaking the mold of the 


, traditional, passive learning of the 
lecture course.” 


neurobiology during the first five 
weeks of the course. For the remain- 
ing five weeks, small groups of stu- 
dents use the interactive computer 
program to explore one case a week, 
which helps them apply and explore 
basic neurobiology concepts in more 
depth. This is one way of extending 
the advantages of small-group, prob- 
lem-solving sessions to larger classes, 
Hughes says. 


A case may open with a video 
showing the erratic gait of a patient 
with Huntington’s disease or a 
recording of the nonsensical speech 
of a stroke patient who has a fluent 
aphasia. Using the computer, the stu- 
dents work together to develop lines 
of inquiry, hypotheses and issues that 
challenge their ability to apply basic 
science concepts. 

“Because the computer only 
presents part of the information at a 
time, students must decide what to 
look for next,” says Hoeppner. This 
helps build their clinical reasoning 
skills, traditionally the focus of the 
third and fourth year of medical 
school. For example, the students 
can order tests, such as MRIs, evoked 
potentials, cerebral spinal fluid analy- 
ses, and blood or genetic tests. They 
can also consult the advice of an 
expert in another specialty, such as 
psychiatry, and actually listen to the 
physician discuss the case. The com- 
puter also keeps discussion flowing by 

continued on next page 
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using audio to call on individual stu- 
dents to assess aspects of the case. 

Benjamin Cho, a second-year 
medical student who took the course 
last spring, likes the interactive for- 
mat of the program and used it to 
study outside of class as well. 
“Everything was at my fingertips,” 
says Cho. “I could work at my own 
pace and find more information than 
I could with just a textbook.” 

As the students explore the case, 
they enter their observations and 
hypotheses into the computer. A 
scribe records every step the group 
makes so that students and instructors 
can review the group’s activity and 
thought processes. At the end 
of each week, the small groups meet 
in a large session to discuss their 
findings with the instructors, and 
to compare their work with 
the other groups. 

Students aren’t the only ones 
who learn from the interactive com- 
puter program. Hoeppner and Hughes 
use it to track the problem-solving 
skills of the groups. “We can use the 
records from the program to identify 
critical points of discussion or to pin- 
point where students make mistakes 
and correct these learning errors 
_ before they take exams or before they 
leave our course,” says Hughes. 

Hughes hopes that the success of 
this new teaching method will spill 
over to other fields of study. He also 
believes that the interactive computer 
program could be used in residency 
and continuing medical education. 

In the works are plans to add 
more features to the program, 
enabling students to calculate the 
costs of the virtual tests they order 
and to search on-line literature. “We 
are at the threshold of a new era in 
course design and interactive learning 
that blends different teaching 
philosophies with new technology,” 
says Hughes. 


Success of alternative track 
boosts traditional curriculum 


A. more studies prove that adults 
learn better in small discussion 
groups than in large lecture halls, 
medical schools across the country 
have been retooling their traditional 
curricula. In the 1980s, Rush 
Medical College was at the forefront 
of this movement when it estab- 
lished a separate track for students to 
learn medicine from a more indepen- 
dent, case-study approach. 

“Fourteen years 
ago, having an alter- 
native curriculum was 
fairly unusual,” says 
Edgar D. Staren, MD, 
PhD, associate dean 
of medical student 
programs. In 1984, 
only a few of the 126 
medical schools in 
the United States 
offered alternative 
learning tracks. But 
today, the emphasis 
on clinical reasoning 
and small group 
learning is much 
more common. For 
example, Northwestern University 
Medical School converted its entire 
curriculum to case-based learning, 
and Southern I\linois University 
Medical School is in the process. 

Rush’s alternative curriculum is 
a two-year program for 24 students in 
each entering class who learn basic 
science, or preclinical, knowledge 
through case studies in small group 
sessions, rather than traditional lec- 
tures. “In many ways, it is the opti- 
mal way to educate medical 
students,” Staren says. “Adult learn- 
ing is optimized when it is in small, 


Edgar D. Staren, MD, PhD 


interactive groups where students are 
able to do reasonable amounts of 
independent study.” 

Each student in the alternative 
curriculum receives learning guide- 
books for each course that contain 
exercises and outlines on what they 
must learn. Six students work in 
each study group, which meet twice 
a week with faculty members as dis- 
cussion facilitators. Over two years, 
faculty will present 
more than.50 patient 
1 cases for students to 
study and discuss. 

: Rush has com- 
| pared test scores 

1 between students in 
both curricula and 
has found that the 
two groups of stu- 
dents perform 
equally well. 
However, students 
frequently express a 
preference toward 
learning in small 
group sessions, and, 
as a result, Rush has 
been adapting many aspects of the 
alternative curriculum to its tradi- 
tional curriculum. 

“It is our intention to have a 
hybrid curriculum at some point,” 
says Staren. “Clearly, as aspects of 
our alternative curriculum become 
more common in our traditional cur- 
riculum, it makes sense to have one 
curriculum that utilizes the best of 
both curricula. We are looking at the 
entire curriculum to identify areas 
where we can decrease pure didactic 
sessions and increase interactive, 

continued on page 9 
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Class of 1932 alum is poet, painter and traveler 


by Amanda Temple 


Te Energizer Bunny has met its 
match. Nathaniel Reich, MD 32, 
just keeps going and going, with the 
kind of energy no battery could 
rival. Reich’s resume reads like a 
checklist for a Renaissance man. 
Classical musician? Check. 
Internationally renowned 
physician? Check. World traveler, 
author, painter and adventurer? 
Check, check, check and check. 

“T have done a lot in my life 
and am still looking for more things 
to keep me on my toes,” says Reich, 
who seems to do everything but 
dance on his toes to keep his 
schedule full. Although his practice 
closed in 1992, Reich’s research and 
expertise in cardiology continue to 
educate and inspire those who read 
his textbooks, study his research 
papers or hear him lecture. His 
textbooks, Diseases of the Aorta, 
Uncommon Heart Disease and Chest 
Pain: Differential Diagnosis and 
Treatment, are still being used in 
medical schools today. 

In 1938, Reich began sharing 
his passion for medicine with 
students at the State University of 
New York (SUNY), where he also 
practiced cardiology and general 
internal medicine for more than 60 
years. As clinical professor emeritus 
of medicine, Reich is still a popular 
choice on SUNY’s lecture circuit, 
although he doesn’t have a regular 
class schedule. He is a consultant to 
many medical institutions and a 
member of several professional 
associations, including the 
American College of Physicians, 
Royal Society of Medicine and the 
New York Cardiology Society. 

Reich has had no trouble 
filling what used to be his office 
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Nathaniel Reich, MD ‘82, retired in 1992, but his expertise in cardiology continues to educate future 
doctors. He also enjoys writing and painting. “Creative expression never gets old,” he says. 


hours. A violinist in high school, he 
stokes the creative fire by writing 
poetry, painting, drawing and taking 
prize-winning photographs. He 
illustrated all of his textbooks. His 
paintings are displayed in perma- 
nent collections in four American 
museums. He has published one 
book of poetry, another about his 
travels and recently sent a book of 
personal essays off to the publisher. 
“I do like to try everything 
once, but some things are worth 
repeating because you’re passionate 
about them,” he says. “Creative 
expression never gets old.” 

And neither does Reich, or so 
it seems judging from his sense of 
adventure and seemingly endless 
supply of energy. Thanks to a 30- 
year membership in the Explorer’s 
Club, a international expedition 
group, and invitations to lecture on 
cardiology, Reich and his passport 
seldom part company. In 1956, he 
became the first U.S. physician to 


lecture in the post-war Soviet 
Union. His professional expertise 
has been a ticket to Haiti, Israel, 
Greece, Thailand, Hungary, Peru, 
Argentina, South Africa and most 
recently, China. But some of his 
best stories come from less pro- 
fessional journeys. 

While standing behind a 
podium is rewarding, standing on a 
mountain top is exhilarating, says 
the part-time mountain climber 
who trekked up the slopes of 
Mount Sinai. Never one to shy 
away from the unknown, Reich has 
sampled the cuisine of Amazon 
tribes and visited primitive islands 
of the coast of Indonesia. On a trip 
to New Guinea, an entire tribe 
rushed at him, screaming, yelling 
and pretty much scaring him out of 
his wits, momentarily. “Luckily it 
was just their form of greeting,” he 
says, recalling his initial terror. 

Less dangerous, but equally 


continued on next page 


Reich 
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extraordinary, Reich once recited a 
personalized poem to Sir Edmund 
Hillary, the first man to reach Mt. 
Everest’s summit. 

“Sometimes I wonder, ‘What 
can be better than this?” Reich says 
whenever he meets another world 
leader or famous author. “But 
something always comes up.” 

Reich has been on the fast 
track since his days at Rush Medical 
College. Reich 
attended Rush 
when its aca- 
demic program 
and faculty 
were part of 
the University 
of Chicago for 
a brief period. 
He worked as 
a railroad 
surveyor 
during the 
summer to 
help pay the 


bills. Although his accomplishments go well beyond the medical field, Reich says his 
source of inspiration is directly related to his years of education at Rush. 


Although 


Staren 
continued from page 7 


small-group sessions.” A number of 
courses, such as medical ethics and 
law, include both lectures and discus- 


sion groups. 


In redesigning some of the basic 


science courses in the traditional cur- 
riculum, Rush faculty face a number 


of challenges. Small-group discussions 


require.a lot of resources and faculty 
time. Group study is also difficult to 
define: Is it a workshop? Is it com- 
puter-based learning? How much 
independent study is included? 
“The innovative educator has 
to be aware of these different defini- 


his accomplishments go well beyond 
the medical field, Reich’s source of 
inspiration is directly related to his 
education at Rush. 

“T still consider any success | 
may have achieved in life as a result 
of my stay at Rush,” Reich says. 

“It was the greatest start to 
life, giving me the confidence to 
take on whatever life throws my 
way. Studying under some of the 


‘sreats’ of medical research is a 
reward I'll never stop being thank- 


tul for.” 


photo: University of Chicago Hospitals 


tions and utilize recommendations 
from faculty and students to optimize 
the educational experience,” Staren 
says. “I think we do a good job of that 
at Rush.” 

Although Staren says it is diffi- 
cult to determine if the alternative 
curriculum has had any effect on 
admissions to the College, he does 
consider it a major educational suc- 
cess. “The alternative curriculum 
brought educational modalities to the 
forefront and made faculty think of 
the teaching process, rather than just 
the content of their courses — and 
already, that has helped improve the 
overall curriculum.” 


Emergency 
continued from page 4 


access to it anymore. But when the 
team tried to follow up with them 
the next day, the same people 
weren’t there anymore. They had 
migrated to another park where they 
had heard there were better ser- 
vices,” Rottman says. “This migra- 
tion increases the risk that some 
treatable conditions will go unat- 
tended.” 

Emergency medicine physi- 
cians and other doctors often push 
aside these larger issues during disas- 
ters, particularly when the disaster 
calls for large-scale search-and-rescue 
efforts. “These are major concerns for 
public health, even if most physi- 
cians don’t consider them part of 
their purview,” Rottman says. 

While his research and teach- 
ing at UCLA focus on emergency 
medicine and domestic disasters, 
Rottman is also involved in interna- 
tional discussions of emergency and 
disaster medicine. Since 1997, he has 
served as president of the World 
Association for Disaster and 
Emergency Medicine, an interna- 
tional society of physicians and other 
healthcare providers who practice, 
research or teach emergency medi- 
cine. As president, Rottman has 
developed 
the organi- 
zation as 
an. infor- 
mation 
clearing- 
house on 
disaster 
manage- 
ment for 
healthcare 


Steven Rottman, MD ‘75 


profession- 
als around the globe. The organiza- 
tion offers international conferences, 
a web site and several publications, 
including Prehospital and Disaster 


Medicine. 
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Thursday, June 11 

Luncheon and Oral History 
with Stuart Campbell, PhD 

Executive Council Meeting 

Cocktail Reception 

Tours 

Benjamin Rush Society Annual Dinner 
Meeting (by invitation) 


Friday, June 12: Alumni Day 

Medical Grand Rounds 

Alumni CPC 

Brunch with the Dean and Annual 
Meeting 

Commencement Banquet at the Chicago 
Hilton and Towers 


Saturday, June 13 

Commencement 

Dinner Party at the Helen Brach Primate 
House at Lincoln Park Zoo 


Special room rates are available on a 
first-come, first-served basis at the 
Chicago Hilton and Towers (in down- 
town Chicago). Please make your reser- 
vations by calling 312-922-4400 by May 
11, 1998. You must identify yourself as a 
Rush alum to receive the discount. 
Special air fares are available on United, 
American and Continental. Call the 


Rush Medical College Rush Travel Desk at 800-606-7874. 
Alumni Weekend 1998 


June 11, 12 & 13 


For more information, call the Alumni 
Office at 312-942-7164 or email to 


lfriedma@rpslmc.edu. 


Save the Date 
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Class Notes 


On the following pages, Rush 
Medical College alumni from around 
the globe share their professional and 
personal achievements. To let your 
classmates learn what you’ ve been 
up to, fill out the “What's New with 
You?” card inserted into this issue or 
write: the Alumni Association of 
Rush Medical College, 1700 W. Van 
Buren St., Suite 250, Chicago, IL 
60612. E-mail: Ifriedma@rush.edu. 


1920s 


SAMUEL SCUDERI, MD ’29, of 


Burbank, Calif., is enjoying his 
golden years with his family. 
Scuderi, 96, retired 15 years ago 
and has three sons, seven 


1998 Match Day 


At the March 18 Match Day ceremony, seniors at Rush Medical College found out where they will be 
performing their residencies. Nighat Khan shares her excitement with a friend after learning she will 
perform her preliminary internal medicine residency at the University of Chicago-Louis A. Weiss 
Hospital, followed by an ophthalmology residency at the University of Illinois College of Medicine. 


grandchildren and three great- 
erandchildren. 


1930s 


DURWARD G. HALL, MD 35, 
lives with his wife, Bettie, in the 
College Harbor Retirement Home 
in St. Petersburg, Fla. “We were 
delighted to hear from George 
(MD 735) and Doris Plain in 
South Bend, Ind., and Arthur 
Olsen (MD ’35) of Mayo,” he 


writes. 


ROBERT LEWY, MD ’35, of 
Chicago, retired from 
otolaryngology at age 80. He is a 
professor emeritus at the 


University of Illinois College of 
Medicine. 


SAMUEL J. BOLONIK, MD ’36, 
of Lauderhill, Fla., retired from 
pediatrics in 1984. He spends his 
time traveling abroad, playing 
golf, attending theater 
performances and reading. “It’s a 
wonderful life,” he writes. 


JOSEPH ROBERT STONE, MD 
36, of Sarasota, Fla., writes: “I just 
can’t imagine that all these years 
have evaporated so quickly.” 
Stone has enjoyed his retirement 
from orthopedic surgery for the 
last 11 years. 


LOUIS BUSH, MD ’37, of 
Pompano Beach, Fla., has retired 
from family practice — for the 
third time since he graduated over 
60 years ago. “Except for some 
frailties of longevity, I’m still 
hangin’ in and sometimes hangin’ 
out,” Bush writes. “I’m enjoying 
the theater, chamber music and 
the symphony ... It’s been great!” 
He has a wife, three children and 
five grandchildren. 


BOB VCHERSS *SUU DER SMD 38; 
of Asheville, N.C., retired from a 
private obstetrics and gynecology 
practice 14 years ago. Since then, 
Sluder has traveled to New 
Zealand and Russia. He has had a 
pacemaker for the last two years. 


WILBUR G. BRAHAM, MD ’39, 
is battling vascular dementia and 
lives at the Thurston Woods 
Nursing Home in Sturgis, Mich. 
“Some days are good, some not,” 


Spring/Summer 1998 11 


Mandy Gittler and a friend learn that she will be performing her residency in family medicine at the University of 
Washington Affiliated Hospitals in Seattle, Wash. More than half of the 1998 graduating class will train in primary care 
disciplines, such as internal medicine, family medicine and general pediatrics. 


writes Joycelyn H. Braham, Wibll’s 
wife. 


1940s 


IRVING E. BROWN JR., MD 


41, writes, “At age 82, I feel very 


fortunate in getting this far in life. 


I am still able to play golf, go fly- 
fishing and do some woodwork.” 


ANDREW KIMMINS BUTLER, 
MD ’42, of Wheeling, W.Va., 
reports that he is 83 years old, in 
fair health and happily married. 
He’d like to swap memories of the 
Westside YMCA, as well as the 
medical teachers of old, with his 
classmates. 


1970s 


RAMON E. MONCADA, MD 
73, of Coronado, Calif., received 
the 1997 Clinician Award from 


the Board of State and Regional 
Societies of the IDSA Society. 
His distinguished career spans 22 
years in the private practice of 
infectious diseases. Moncada has 
successfully persuaded hospitals to 
recognize the value of a hospital 
epidemiologist and to create 
positions for infectious disease 
doctors. 


ADA RAHN, MD ’74, FACP, of 
Elmhurst, Ill., was elected a fellow 
of the American College of 
Physicians. 


STEPHEN R. HUMOWIECKI, 
MD 775, is still practicing at the 
Wholistic Health Center of Oak 
Park, Ill. “It is harder to practice 
whole-person health care with the 
current financial climate,” he 
writes. 


PATRICK TURSKI, MD 775, is 


chairman of the department of 


radiology at the 
University of Wisconsin 
Medical School. Turski, 
a resident of Madison, 
Wisc., is also the John 
H. Juhl Professor of 
Radiology. 


DAVID STAIR, MD ’77, 
practices emergency 
medicine at the 
Nanticoke Memorial 
Hospital in Seaford, Del. 
He lives in Connecticut, 
but plans to move to 
Delaware this summer. 


ELLIOTT KROGER, 
MD, ’78, is medical 
director for West 
Suburban Hospital’s 
outpatient ambulatory 
care center. He is 
married to Teresa, former 
director of admissions 
for Rush Medical 
College. They have one 5-year- 
old son, Alexander. 


BONNY NEYHART, MD ’78, 
writes that she is “still healthy 
and happy with her husband, kids 
and assorted pets in the foothills 
of the Sierra Nevada mountains, 
out here in sunny California.” 


THOMAS J. RUSH, MD ’78, 
co-authored an article on drug 
therapy for early disseminated 
lyme disease that was published 
in the July 30, 1997, issue of the 
New England Journal of Medicine. 
He lives in New York. 


1980s 


VESNA V. SKUL, MD ’81, of 
Crete, Ill., received the 1997 
Laureate Award from the Illinois 
Chapter of the American 
College of Physicians. She also 
directs the Rush Center for 
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Women’s Medicine in 
Chicago. 


FRED M. VOLKMAN, MD 
81, of Marietta, Ga., has 
been working in admin- 
istrative medicine full-time 
for the last three years. He 
serves as vice president and 
national PPO medical 
director for Cigna Health 
Care? 


STEVEN A. WAHLS, MD 
81, lives in Roseburg, Ore., 
with his wife, Monica, and 
daughters Rebecca, Lydia and 
Millicent. He recently 
founded Evergreen Family 
Medicine with eight other _ 
physicians. 


PATRICIA (BITTER) 
O’BRIEN, MD ’82, went back to 
school in 1990 and received her 
master’s degree in healthcare 
management and public health 
policy from Columbia University. 
She is principal and Midwest 
practice leader for KPMG 
Consulting, Healthcare, in 
Chicago. 


DAVID A. TAYLOR, MD ’82, 
joined the 
faculty of 
Southern 
Illinois 
University 
School of 
Medicine in 
a full-time 
Se] position as 
professor of 
psychiatry. 
He is in 
charge of the school’s psychiatry 
residency program at the Clyde L. 
Choate Mental Health and 
Developmental Center in Anna, 
Ill. Since 1991, he has held the 


volunteer faculty position of 


clinical assistant professor of 
psychiatry and associate director of 
the SIU residency program at the 
Choate Center. 


SUSHIL V. KARMARKAR, MD 
84, lives in Walnut Creek, Calif. 
with his wife, Seema, and their 
two children. 


SIGMUND J. KHARASCH, MD 
85, is director of the department 
of pediatric emergency medicine at 
Boston City Hospital. His wife, 
Virginia Kharasch, MD, is a 
pediatric pulmonologist at 
Children’s Hospital of Boston. The 
doctors, who live in Newton, 
Mass., are the proud parents of 16- 
month-old Emanuel. 


JOHN JAY SHANNON, MD ’86, 
lives in Riverside, Ill., and 
practices pulmonary and critical 
care medicine at Cook County 
Hospital, Chicago. 


BRIAN LOCKER, MD ’87, 


recently moved to Buffalo Grove, 


Peter Stier and his fiance received news on Match Day that he will perform his emergency medicine residency at 
Indiana University School of Medicine. 


Ill. and joined Advocate Medical 
Group’s ob-gyn department at 
Lutheran General Hospital. 


WADE WERNECKE, MD ’87, has 
been named clinical instructor for 
the Mayo Family Medicine 
Residency Program. He lives in 
Scottsdale, Ariz. 


EDWARD (SCO Ti) ) LOGUE, 
MD ’88, is practicing general 
orthopedics in Gurnee, Ill. He has 
two daughters. 


JOHN FE SWEENEY, MD ’88, was 
named chief of surgery at the Ann 
Arbor VA Medical Center. He 
continues as an assistant professor 
of surgery at the University of 
Michigan. 


DENISE HONER, MD ’89, mar- 
ried George Geissinger on Dec. 7, 
1997 at the Top 0’ the Cove, La 
Jolla, Calif. They live in San 
Diego. 


RITA ROSSI-FOULKES, MD ’89, 


Spring/Summer 1998 18 


was named associate director of 
the Med-Peds Residency Program 
at Rush in July 1997. She is also 
associate director of Lifetime 
Medical Associates. 


1990s 


BARBARA J. NELSON, MD 91, 


moved to Draper, Utah, with her 
3-year-old daughter, Anna. 
Nelson, a family practitioner, 
joined Talbert Medical Group in 
Salt Lake City. 


KATHARINA A. KLOUDA, MD 
92, and MICHAEL J. KLOUDA, 
MD ’92, live in Glen Ellyn, IIL. 
Michael is completing a 
mammography fellowship at the 
University of Chicago. Katharina 
is an obstetrician-gynecologist 
with the Central DuPage 
Obstetrics Group. 


CARLAVERA CCHIAIM DD: 93,; 
finished her ob-gyn residency at 
Oregon Health Sciences 
University in 1993. She married 
an Australian orthopedic surgeon 
and moved to Sydney, where she is 
pursuing a fellowship in ob-gyn 
ultrasound. 


SUNANDA V. KANE, MD 93, is 
a second-year fellow in digestive 
disease at the University of 
Chicago. Kane is interested in the 
genetics of inflammatory bowel 
disease and gastrointestinal 
cancers. 


LISA A. CONAGHAN, MD 794, 
plans to finish her ob-gyn 
residency at Jackson Memorial 
Hospital in Miami in June. Her 
husband, STEVEN SUN, MD 93, 
is scheduled to finish his 
orthopedics residency at Jackson 
Memorial in June as well. They 
expected their first child in March 


and planned to move to Seattle in 
August so that Sun can complete a 


hand fellowship. 


VEDANG LONDHE, MD 95, is 
starting a fellowship in neo- 
natology this July at the Uni- 
versity of California, San 
Francisco. 


LEAH MOOSHIL, MD 795, of 
Chicago, and her husband, Bob 
Durst, had a baby boy named 
Benjamin Joseph on June 13, 


109%. 


PAUL J. DORIO, MD 796, writes 
that he spent one “wonderful” year 
at the Cleveland Clinic. Since 
then, he has been enjoying the 
radiology program at the Univer- 
sity of Wisconsin — Madison. 


Correction 


Medical Center Alumni 


SEAN S. ADAMS, MD, lives in 
Burlington, lowa, and was 
appointed chief of the department 
of anesthesiology at Burlington 


Medical Center. 


CHILIANO E. CASAL, MD, lives 
in Miami and is planning to retire 
from practicing gynecology. 


FARID S. HADDAD, MD, of 
Paradise Valley, Ariz., published 
two books last year: At the Foot of 
Mount Hermon and Down under the 
Veil: A Surgeon in Saudi Arabia. 


Rush MD apologizes for incorrectly identifying two alumni in a photo on page 13 
of the Fall/Winter 1997 issue. The two women are Shellie Schmidtgall, MD ’97 


and Rakhi Wadhwa, MD ’97. 


Rush offers Grand Rounds on end-of-life care 


Rush’s Department of Medicine has established a palliative care lecture series 


as part of Grand Rounds, featuring guest speakers on end-of-life issues. The 


series is named in honor of Roger C. Bone, MD, former department chair and 
dean of Rush Medical College, who died of cancer in June 1997. Bone wrote 


and spoke extensively on the need for greater understanding and training of 


physicians in the special needs of terminally ill people. 


“The purpose of the lectures is to give physicians a moral and ethical 
framework for treating patients who are not likely to get well,” says Gerald 
Burke, MD, professor of medicine and coordinator of the lecture series. “For 
example, doctors have a great deal of difficulty in giving patients bad news and 


helping them cope with it.” 


At 8 a.m. on Wednesday, May 27, the last lecture of the 1997-1998 acade- 
mic year will address issues in hospice care, including how well physicians pre- 
dict how long a patient will live. All are invited to this free lecture, which will 
be held in the A. B. Dick Auditorium, 1725 W. Harrison St. For more informa- 


tion, please call 312-942-6600. 


The fall schedule of lectures had not been finalized at press time. 
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1920s 


In Memoriam 
i nen ee een mer 


HEINZ O. E. HOFFMANN, MD ’37, of Decatur, IIL, Sept. 


oh INEM 


RUFUS ANTON SCHNEIDERS, MD ’26, of San Diego, 


Aug. 19, 1997. 


CHARLES HARRIS LAWRENCE, MD 737, of Chicago, 


June 15, 1997. 


ALEXANDER WOLF, MD ’29, of Glenview, IIl., May 23, 


1QOF: 


1930s 


FELIX HUGH OCKO, MD ’37, of Piedmont, Calif., April 


73,1991: 


LAWRENCE A. SOLBERG, MD ’37, of Pioneer, Calif., July 


LAD fe 


DONALD J. SABATH, MD 731, of Bridgeport, Conn., Nov. 


De 1997, 


THOMAS JOSEPH PASCAL, MD ’32, Feb. 28, 1996. 


GUSTAV G. KAUFMANN, MD ’38, of Winchester, Mass. 


JOHN LEONARD ANDERSON, MD 734, of Palo Alto, 


Calif., June 17, 1997. 


FRANCIS W. HENNINGS, MD ’39, of Tacoma, Wash., 
Aug. 15, 1997. 


VON GARN HOLBROOK, MD 39, of Bountiful, Utah, 


May 16, 1997. 


ALICE MARGARET POSEY, MD ’34, of Cincinnati, April 


oe NE 


LADDIE L. STOLFA, MD ’36, of Phoenix, Ariz., March 21, 


L997. 


Activist doctor, 
102, cleaned 
Up community 


ELOISE PARSONS BAKER, 
MD, ’25, a pioneer physician 
and activist, died Feb. 25, 1998 
in her home in Neponset, III. 
She was 102. 

Dr. Baker was one of five 


women graduates of Rush in 


1925. She completed a three- 


1940s 


(SEN 


year fellowship in surgery at the 
Mayo Clinic, Rochester, Minn., 
and went on to practice obstet- 
tics and gynecology in Chicago 
for the next 40 years. 

When Dr. Baker retired in 
1971, she moved to rural 
Neponset and began a career as 
an environmental activist. 

When she learned about a 
nuclear waste dump near her 
town, she led her fellow resi- 
dents in a petition campaign to 


close down the dump. 


JOSEPH BERRY DAVIS, MD ’41, of Carlsbad, Calif., Aug. 


She warned her neighbors 
about the health risks of living 
near radioactive waste and 
formed a local activist group, 
Associated Citizens for Pro- 
tection of the Environment. 
Neighbors credited her work for 
eventually closing the dump. 

Dr. Baker is survived by 
two sons, six grandchildren and 
two great-grandchildren. Her 
granddaughter, Elizabeth A. 
Baker, MD, practices internal 


medicine at Rush. 
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Alumni Calendar 


Regular Meetings and 
Events 


Obstetrics and Gynecology 

Grand Rounds 

Sponsor: Rush Department of 
Obstetrics and Gynecology 

Speakers: 
Various outside lecturers, as well 
as senior residents and fellows pre- 
senting Grand Rounds. 

Date & Time: Every Thursday at 
8 a.m. 

Location: 720 Pavilion Conference 
Room 

Contact: Yvonne Allen-Stewart at 


312-942-6613 


Psychiatry Grand Rounds 

Sponsor: Rush Department of 
Psychiatry 

Speakers: Various 

Date & Time: Second, third and 
fourth Wednesdays of each month 
(September through June) 

Location: Rush-Presbyterian-St. Luke’s 
Campus, the A.B. Dick 
Auditorium 

Contact: Howard M. Kravitz, DO, 
MPH, at 312-942-5372 


Special Lectures, 
Meetings and Other 
Events 


Head and Neck Surgery Conference 

Sponsor: Rush Otolaryngology 
Department 

Date & Time: June 4-7, 8 a.m. to 
5 p.m. 

Location: Rush-Presbyterian-St. Luke’s 
Campus, Searle Conference 
Center 


Contact: Rae at 312-942-7095 


Rush Medical College 

Alumni Weekend 

Sponsor: Alumni Association of Rush 
Medical College 

Dates: June 11-13. See page 10 for 
details. 

Location: Various sites at Rush and 
around Chicago 


Contact: Alumni Relations at 


312-942-7164 


CME Symposium/JNC VI: 

Impact on Cardiorenal Event 

Prevention 

Sponsor: Rush Department of 
Preventive Medicine 

Speakers: Chaired by George Bakris, 
MD, Vice Chairman, Department 
of Preventive Medicine 

Date & Time: July 9-12 

Location: Mackinac Island, MI 

Contact: Vicki Erickson, CME 
Office, at 312-942-8728 


Infectious Disease 

Board Review Course 

Sponsor: Rush Department of 
Infectious Disease 

Dates: Oct. 3-7 

Location: Holiday Inn Mart Plaza, 
Chicago 

Contact: Rae at 312-942-7095 


American Academy of Ophthalmology 

Annual Meeting 

and Alumni Reception 

Sponsor: Rush Department of 
Ophthalmology 

Date: Nov. 10 

Contact: Judy Linquist at 
312-942-5370 
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Treating lupus is 


difficult because the 


ight years ago, Denise Leider, 
39, began feeling tired and 
achy. At first she dismissed her discom- 
fort as the normal wear and tear of get- 
ting older. But as months went by, the 
fatigue and aches persisted and began to 
interfere with her work as a nurse and 


culprit is the body's own 


immune system, which goes 


ha ywire and attacks hea \thy cells and her day-to-day activities as a mother of 
two. Exercise was painful, and she found 
tissue. Researchers at Rush are testing it difficult to work more than two days a 


week. “It was like I had just a small cup 
of energy to use each day,” Leider says. 
“Each day, I would have to plan how | 
could use that energy.” 

Leider suffers from systemic lupus 
erythematosus, a chronic autoimmune 
disease that causes the body’s natural 
defense system to go haywire and attack 
what it’s supposed to protect — healthy 
cells and tissue. 

Researchers at Rush are investigat- 
ing new treatments that show promise of 
improving quality of life for the 500,000 
to 2 million Americans who suffer from 
lupus. Designed to zero in on specific 
mechanisms of the disease, these new 
medications are safer and treat lupus 

without contributing to the harm- 
ful side effects associated with 
-—— conventional therapy. “This is a 
totally new approach to treating 
lupus,” says Robert S. Katz, MD, a 
Rush rheumatologist who is an expert 
on the disease. “We haven’t had a new 
treatment in several years.” 


new medications that zero in on the 


specific proteins and cells that 


cause the problem. 


The image behind the story title is 

a lymphocyte under a 
microscope. These white 
blood cells play a key 
role in the body’s 
immune response. 


Rheumatologist Robert S. Katy, MD 


Lupus manifests itself in a number of 
ways, from joint pain and fatigue to a 
butterfly-shaped rash that covers the 
nose, cheeks and forehead. Other symp- 
toms associated with the disease include 
hair loss and Raynaud’s phenomenon, a 
condition in which the fingers turn blue 
or white when exposed to cold tempera- 
tures. In more serious cases, lupus can 
attack internal organs, wreaking havoc 
on the kidneys, heart and central nervous 
system, leading to premature death for 
thousands of Americans each year. 

As with many connective tissue 
diseases, most people with lupus alternate 
between periods of disease activity and 
remission. There’s no known cause 
for lupus, but it’s suspected that 
both genetic and environmental 
factors are at fault. There is no 
cure for the 
disease. 
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“These new treatments aren't cures ... but we 
can do much more now than we could just a 
few years ago. It’s remarkable.” 


“Fortunately, most lupus patients can 
look forward to a relatively normal life,” 
says Katz, who is chairman of the Medi- 
cal Advisory Board of the Illinois Chap- 
ter of the Lupus Foundation of America. 
“But those with severe symptoms may 
encounter potentially life-threatening 
problems, such as kidney failure and 
heart and lung disease.” Katz credits 
early diagnosis, prompt treatment and 
new therapies, such as those being stud- 
ied at Rush, as key to keeping lupus 
under control. 


Lupus causes the body’s immune system 
to become overactive. A normal immune 
system protects the body from foreign 
substances, such as viruses and bacteria, 
by creating special proteins, called anti- 
bodies, that target these invaders. But in 
lupus, the body creates an abnormal 
amount of a certain type of antibody, 
called an autoantibody, that is 
programmed to do the oppo- 
site of what the immune 
system is intended to do. 
Instead of attacking the 
invading microor- 


ganisms, they attack a person’s own 
healthy cells. “All of us make a small 
amount of autoantibodies, but lupus 
patients make a lot of them,” Katz says. 
“Why that’s so isn’t clear.” 

Autoantibodies react as if the body 
is allergic to itself, mistaking healthy 
cells or parts of cells — such as cell 
membranes or genetic material — for 
foreign invaders. Autoantibodies zero in 
on these substances, linking with their 
target to form an immune complex. The 
immune complex circulates in the blood, 
eventually landing on the surface of 
organs and tissues. When the immune 
complex deposits itself on healthy tissue, 
this acts as a call to arms for soldiers of 
the body’s defense system, including 
white blood cells. As they work to fend 
off what they perceive to be the enemy, 
these substances agitate tissue at the site, 
causing mild to severe inflammation and 
pain. The inflammation can damage 
tissue, making it difficult for organs to 
function properly. 

The most effective treatments 
for lupus work to suppress the body’s 
overactive immune response and to 
reduce inflammation, Katz says. 
Unfortunately, with these 


Thanks to a new lupus drug 
under study at Rush, Denise 
Leider is able to participate in more 
activities with her children, 
Katie and Andrew. 


benefits come harmful side effects. 
Corticosteroids, such as prednisone, 
have anti-inflammatory qualities and 
are highly effective in reducing the 
symptoms of lupus. Yet steroids can 

also cause weight gain, cataracts and an 
increased risk for infection. Other types 
of drugs, called cytotoxic drugs, suppress 
the immune system by killing or impair- 
ing the growth of cells that play a role in 
the immune response. But cytotoxic 


_@ RUSH 


Katz examines a patient. 


drugs can also increase a person’s risk 
of developing some forms of cancer and 
infections like pneumonia. Plaquenil, 
the drug that Leider takes, is a drug 
commonly used to treat malaria that 
helps to reduce the symptoms of lupus. 
But after long-term use, it can damage 
the eyes. 
sy & 
A new approach x 
Scientists are looking for better treat- 
ments for lupus that will control symp- 
toms of the disease without causing 
harmful side effects. Researchers at 
Rush are investigating two new thera- 
pies that target specific autoantibodies 
and the white blood cells that precipi- 
tate lupus inflammation. Unlike tradi- 
tional medications used to treat lupus, 
these two new therapies are safer be- 
cause they strike one agitator rather 
than suppressing the whole immune 
system, which can result in side effects. 


Lupus patients with kidney disease 
have high levels of a certain type of 


_ autoantibody, called an anti-DNA anti- 


body, a major source of inflammation that 


is programmed to attack DNA, the genetic 
material inside cells. Scientists have devel- 


oped a synthetic substance, called LJP 394, 
that is made to trick anti-DNA antibodies. 
Rush has participated in two phases of 
clinical trials investigating the effects 

of LJP 394. 

The treatment, given as an infusion, 
looks like DNA to the anti-DNA antibod- 
ies. LIP 394 fools anti-DNA antibodies 
into latching onto the drug rather than 
attacking healthy cells. As a result, less 
inflammation occurs. Patients taking the 
drug for several months have noticed a 
reduction in symptoms and have seen close 
to a 50 percent reduction of anti-DNA 
antibodies. In addition to decreased levels 
of anti-DNA antibodies, patients taking 
LJP 394 experienced few if any side effects, 
and many were able to reduce their depen- 
dence on other medications, Katz says. 

Another promising treatment targets 
a specific type of white blood cell, called 
a CD40 T lymphocyte, known to cause 
inflammation in lupus patients with kidney 
disease. Not all types of T lymphocytes — 
sometimes called T cells — are harmful, 
and most play a helpful role in normal 
immune function. But those that carry the 
surface marker CD40 can cause painful 
inflammation when the immune system 
overreacts. In a lab, researchers developed 
and cloned an antibody programmed to 
strike only CD40 T lymphocytes. Katz 
hopes that by destroying the CD40 T 
lymphocytes, inflammation will subside, 
and lupus kidney disease will not progress. 
In the spring, Rush, along with selected 
medical centers across the country, will 
begin testing this new treatment. 

“These new treatments aren’t cures,” 
Katz cautions. “But we can do much more 


now than we could just a few years ago. 
It’s remarkable.” & 


For more information about lupus treatments 


being studied at Rush, call 312-942-2159. 
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Curtain Calls 


M by Amanda Temple 


When the lights go down, Rush doctors go on 
call at the Lyric Opera and Orchestra Hall 


, A breathtaking performance hall, spectacular 


stage designs, gorgeous costumes, soul-stirring 
arias. These aré’the sights and sounds that welcome 
most people to the LyrieOpera of Chicago. But 
when Gina Guzman, MD, steps into the 
palatial entryway, she also notites breakable 
wine glasses, narrow aisles, crowded stairways 
and sneezes from backstage. 
Call her a worry wart. Call her a party 
pooper. But if there’s an emergency, you'll 
be glad the house manager knows to call 
her. Guzman and Lisa Orelind, MD, who 
are chief residents in Rush’s Department 
of Internal Medicine, coordinate the 
rotating schedule of residents who volun- 
teer at the Lyric Opera and the Chicago 
Symphony Orchestra. As the official 


‘of specialty training. 
The Rush residents and the 
house managers who rely on their 
assistance know that even in the 
classiest of environments there are 
stairs to tumble down, evening 
gowns to slip on and elaborate 
scenery to trip over. From the 
patron whose balcony seats are 
too high to the opera diva 
whose cough is too frequent, 
the black-tie crowd some- 
times needs a little white- 
coat care, Guzman says. 
“People can get so 
caught up in the event of 
coming to the opera that 
they forget their limits,” 


PHOTO PROVIDED COURTESY OF THE: CHICAGO SYMPHONY ORCHESTRA 
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Guzman says. “They eat too much, drink 
too much or climb too many stairs. 
That’s when we meet them.” 

A few years ago, a night on the town 
could have easily turned into a night in 
the emergency room for patrons of the 
Chicago Symphony Orchestra if a Rush 
doctor hadn’t been in the audience, says 
house manager Mike Sawyer. Because 
Orchestra Hall on Michigan Avenue was 
under construction, the concert was held 
at Medinah Temple, a few blocks away 
on Wabash Avenue. Big crowds usually 
make Sawyer one happy house manager, 
but the uncomfortable combination of 
a neat-capacity crowd and unseasonably 
warm weather was testing everyone’s 
composure. Before the curtain went up, 
three chorus members and two audience 
members fainted, and several more com- 
plained of dizziness. A Rush doctor stole 
the show, running back and forth be- 
tween the audience and backstage, toting 
a doctor’s kit the size of a tackle box. 

Back on home turf now, but never 
completely out of harm’s way, Sawyer 
says he likes looking out in the audience 
and knowing exactly where he can find 
a doctor. “When you have up to 2,500 
people in here, the potential for catastro- 
phe is so real you can almost feel it,” he 
says. “Having someone who is medically 


Gina Guzman, MD, is the doctor in the 
house at Orchestra Hall. 


“Having someone 
who is medically 
trained, right here, 
ready to respond 
immediately, 1s 
very reassuring 
for managers 
and for patrons.” 


trained, right here, ready to respond 
immediately, is very reassuring for man- 
agers and for patrons.” 

Ardent believers in the show-must- 
go-on philosophy, performers can also 
ignore their physical limits, singing when 
they’re sick or rehearsing when they 
should be resting. The performers’ hectic 
schedule can squelch any sort of healthy 
routine. Opera singers who tour from city 
to city often don’t have regular access to 
a physician. 

“Everyone needs a little reassurance 
and attention when they’re not feeling 
so great, even world-class performers,” 
Guzman says. “This morning | got a call 
from a singer with a sore throat. It was 
nothing critical. Still she knew she had 
a local doctor to call on.” 

Having someone to call on is a 
benefit Chicago Symphony Orchestra 
members have even when they tour. 
Since 1978, Rush internist C. Anderson 
Hedberg, MD, has traveled with the 
orchestra, providing reassurance and 
relief around the globe. “They all feel 
more comfortable with a doctor along,” 
he says. “Musicians are already under 
pressure to perform. They shouldn’t 
have to worry about what to do if some- 
thing unexpected happens.” 

With a traveling pharmacy in his 
steamer trunk, Hedberg can dispense 
aspirin in Australia, insulin in Berlin 
and a steady dose of advice whenever 
musicians and their family members 
need it. Sensitive to the health needs of 
the orchestra’s older members, Hedberg 


ces this year. “It’s 
p your routine and 


look around backstage when 
red through the stage door. 


‘up and just being able to walk 
around backstage ... you almost forget 
you're working,” she said. But Lee real- 
ized her role in the production was a 
critical one when the usher showed her 
to her special aisle seat and didn’t let 


her out of his sight. ll 
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rold and Molly* were ina 

~ crisis. Their teenage son was acting up 
in church and in school, and they hoped 
that the Rev. Laurel Burton, ThD, could 
help. They had been referred to Burton 
for family counseling by the pastor at 
their church, and they wanted Burton to 
“make the boy behave.” 

Burton, an ordained United Meth- 
odist minister and chairman of the 
Department of Religion, Health and 
Human Values at Rush, had often coun- 
seled families in trouble through his 
ministry and as a secular therapist. But 
the more Burton listened to Harold and 
Molly, the more he realized the crisis 
went deeper than their son’s behavior. 

Molly and Harold subscribed to a 
conservative Christian tradition in 
which the man is head of the household. 
Problems arose when Molly wanted to 
return to work, and Harold said he didn’t 
approve. The son, meanwhile, said he 
wished his parents would stop fighting. 
“The kid,” Burton says, “was acting out 
the parents’ struggle.” 

; Burton says his first instinct, as a less 
; conservative Christian, might have been 
“Ss ~< to convince Harold that Molly should be 
able to work if she wanted to. “But it 
PsyCHOTHERAPISTS AT RUSH FIND ‘tmvsobeochange hem? hes 
“T had them praying for each other and 
praying to be open to God. | hoped it 
THAT BLENDING PSYCHOLOGICAL would increase their openness and help 
them find a solution.” 
5 Eventually, Molly did take a part- 
THEORIES WITH PATIENTS RELIGIOUS __ time job and their son’s troubles gradu- 
ally eased. “Harold learned that their 
relationship was not about making the 


BELIEFS IS THE BEST APPROACH FOR rules for her, but about his leadership,” 


Burton says. “He saw it as his job to 


SOME PEOPLE. help her grow, and he learned to value 


her input.” 
ae RushRecord Spring/Summer 1998 
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BENE 1. Doors 


It was just this kind of need within the counseling community 
— to take patients’ religious backgrounds and values into con- 
sideration in their psychotherapy — that led Burton and Jan 
Fawcett, MD, director of the Rush Institute for Mental Well- 
Being, to create the Center for Spirituality and Health at Rush 
last year. The center, a joint effort of the Institute for Mental 
Well-Being, the Department of Religion, Health and Human 
Values, and the Outpatient Psychiatric Clinic, offers a full array 
of mental health services for patients. These include marriage 
and family therapy, psychological assessments, personal or group 
therapy, and wellness programs ranging from managing PMS to 
a new mothers’ group. All this is done in a setting that respects 
a patient’s religious beliefs and uses them as a positive force in 
his or her treatment. 

“We want to create a door in the house of mental health 
services for people from religious communities,” says Mary Daly, 
MDiv, PsyD, an ordained Presbyterian minister and director of 
the Center for Spirituality and Health. “We want them to know 
they’re welcome here, that this is a place where we will respect 
their values and beliefs.” 

In some ways, this is a radical departure from the attitudes 
toward religion in psychotherapy in the past. “Theoretical 
psychotherapies have not taken into account the contributions 
of religion,” says Fawcett. “I think it’s been somewhat avoided, 
since it doesn’t lend itself to scientific study.” 

Burton also acknowledges that traditional psychology has, 
at times, treated people’s religion and faith as something to be 
purged. “Freud, especially, saw religion as the need for humans 
to create God in their own image,” he says. 

Despite this, mental health professionals had learned in 
practice that patients with a sense of spirituality were more 
likely to heal. “We know by our experience that being able to 
use the positive force of spirituality in approaching people who 
are suffering will help them, along with more traditional psy- 
chotherapy and medication, to restore their lives,” Fawcett says. 

For example, Burton tells the story of a patient suffering 
from mild depression. “She’d lost her faith, and her depression 
seemed to be related to this,” he says. The patient, who works 
with abused children, had begun to question her parents’ patri- 
archal religion and the ways in which that faith had supported, 
in her mind, the physical abuse she’d suffered as a child at the 
hands of her father. She tried to look at the more matriarchal 


Mary Daly, MDiv, PsyD, director of the Center for Spirituality and Health 


E WANT TO CREATE A DOOR IN THE 


aspects of religion — including goddess worship — but this 
didn’t seem to satisfy her. Finally, she found a way to keep her 
beliefs without the threatening connotations of the male- 
dominated religion she had grown to fear. “Jesus, as a less 
engendered figure, became the focal point of her devotion,” 
Burton says, “and then she had a reversal of her depression. 
Her vocation took on a more profound sense of calling.” 


EE okNG FoR ANCHORS 


Polls on American spirituality have indicated that 95 percent of 
Americans believe in God, and 76 percent claim to pray to God 
regularly. “The culture is willing to take spiritual issues much 
more seriously than in the past,” Burton says. 

This trend is not exclusive to members of organized reli- 
gions, either, Daly says. Some of her patients have a spiritual 
side that they don’t express within a church or temple. Those 
people, she says, may feel more comfortable exploring their 
spirituality within psychotherapy. 

The reasons behind the need for spirituality, Fawcett says, 
are all around us. “Everything’s changing so fast, from econom- 
ics to reproductive science. As knowledge accelerates, people 
are overwhelmed,” he says. “People are looking for some 
anchors in life.” & 


Jan Fawcett, MD, director of the Rush Institute for Mental Well- 
Being, says faith can be a positive force in psychotherapy. 
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Rush Takes Action to Improve Access for Disabled 


MonSharon Co 


llins, a secretary, uses one 
of the electric doors installed at the major 
entrances at Rush. 
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From installing electric doors at all major 
entrances to developing outreach programs 
to hire more employees with disabilities, 
Rush has made great progress in making 
the Medical Center accessible to people 
with disabilities. 

A task force of employees, students, 
faculty and administrators from across the 
Medical Center has been instrumental in 
the success of this effort. “Everyone is 
involved — from facilities management 
to physical therapy,” says Beverly 
Huckman, chairperson of the Rush 
Americans with Disabilities Task Force. 

The improvements go above and 
beyond what is required by law. For 
example, the task force helped modify 
the hospital admissions process to identify 
patients with special needs before they 
come to the Medical Center. “If a patient 
needs a sign language interpreter or help 
getting from place to place, we'll be 
ready,” says Huckman. 

The Medical Center was one of the 
first hospitals in the Midwest to offer 
reduced rate valet parking for patients 
and visitors with special needs. Rush has 


Harris and Klingemann Named to Endowed Chairs 


also increased the number of fully acces- 
sible restrooms, and has installed several 
public teletypewriters for the hearing 
impaired. 

Rush University has appointed 
faculty members to help make Rush’s 
academic resources accessible to all 
students. Classrooms in the Armour Aca- 
demic Center can be adapted to provide 
special amplification devices to assist 
students whose hearing is impaired. Rush 
University has also established programs 
to accommodate students with learning 
disabilities. 

For six years, the Medical Center 
has presented the Eugene J.-M.A. Thonar, 
PhD, Award to a Rush student, employee 
or volunteer who has turned a disability 
into a possibility, or has provided opportu- 
nities for people with disabilities. Two past 
Thonar Award winners, pharmacist Tony 
Burda, RPh, and biochemist Eugene J.- 
M.A. Thonar, PhD, the award’s namesake, 
went on to win a City of Chicago award 
given to members of the disabled commu- 
nity who work to improve the lives of 
others with special needs. — Lisa Spengler 


Jules E. Harris, MD, has been appointed the inaugural holder of 
the newly established Judd and Marjorie Weinberg Presidential 
Professorship at Rush University. Harris, who has been the 
Samuel G. Taylor IJ, MD, Professor of Medicine, holds a 


conjoint appointment as professor in the Department of 


Immunology/Microbiology. 


Harris, one of the world’s preeminent authorities in cancer 
immunology, is focusing his research on pancreatic cancer, in 
particular on the disease’s immunology and molecular biology. 

The Judd and Marjorie Weinberg Presidential Chair is 
the 81st endowed professorship at Rush University and only 
the second presidential professorship. The Weinberg family 
requested that Harris be recognized for the superb care he 
provided to the late Marjorie Weinberg and for his achieve- 


ments in medical research. 


Hans-Georg Klingemann, MD, PhD, has been named the 
Coleman Foundation, Inc., Professor of Medical Oncology and 
director of the Thomas Hazen Thorne Bone Marrow Transplant 
Center. A specialist in hematology and oncology, Klingemann 
is professor and senior attending physician in the Department 
of Internal Medicine. 
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Klingemann is world renowned for his work in the diagnosis 
and treatment of serious blood disorders, especially blood malig- 
nancies. His research primarily focuses on bone marrow trans- 
plant biology. 

The Coleman Foundation chair was established in 1985 to 
strengthen resources for bone marrow transplant treatment and 
research in the Midwest. 


Hans-Georg Klingemann, MD, PhD 


Rush, MacNeal Form Partnership to Help Ventilator Patients 


For patients on ventilators, life is a series of challenges — breath- 
ing, talking, eating and walking are all hurdles to overcome. 

But a new partnership between Rush and MacNeal Health 
Network to run RM Specialty Hospital in Hinsdale promises to 
give patients the care they need to meet those challenges. The 
193-bed facility specializes in long-term care for ventilator- 
dependent patients, most of whom suffer from chronic lung 
disease. The facility was formerly known as Suburban Hospital, 
and was operated by the Suburban Cook County Sanitarium 
District, Rush and MacNeal. 

The concept of specialty hospitals is relatively new, says Jim 
Prister, president of RM Specialty Hospital. The number of such 
facilities increased rapidly in the late 1980s when Medicare’s 
revised reimbursement system made the cost of hospitalizing 
patients on ventilators prohibitive. Specialty hospitals serve as 
a bridge between acute-care hospitals and home — or nursing 
homes — for these patients, providing the intense medical 
care they require in a setting equipped to deal with their 
unique needs. 

“When we first started out, most ventilator patients were 
housed in hospital intensive care units,” says Paul Frakes, direc- 
tor of development at RM Specialty Hospital. “Now that we 
have a facility devoted exclusively to ventilator care, we can 
do a better job.” 

If that job is measured in outcomes, RM Specialty Hospital 
is doing a better job every day. The facility has a current wean 
rate of about 50 percent — half of its patients will eventually 
be able to breathe without a ventilator. The average length of 
stay is 45 days, down from 120 days just five years ago, and the 
patients who don’t return home usually move to nursing homes. 

Prister says the new partnership will allow the facility to 
expand into other areas of long-term care, including rehabilita- 
tion and wound care. These programs will build on the hospital’s 
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Ventilator patient Henrietta DeLeo receives specialized care from 
Jo Marie Shire, RN, a nurse at RM Specialty Hospital. 


strengths and aid patients with problems related to long-term 
hospital stays, such as decreased mobility and bedsores. 

“It’s a specialized program with a focus on a distinct area 
that often doesn’t receive the attention it deserves in a regular 
hospital setting,” says Avery S. Miller, senior vice president for 
corporate and external affairs at Rush, who joins RM Specialty 
Hospital as chairman of the board. 

“We’re one of the only facilities of this kind in the area,” 
Prister says, “so this partnership should allow us to expand our 
services for the benefit of patients.” — Rebecca Johns Trissler 


Howard S. An, MD, was named the 
Morton International Professor of Ortho- 
pedic Surgery last November. An is a 
nationally recognized expert in spinal 
surgery and a prolific researcher with 
interests in both the biomechanics and the 
biology of the spine. The Morton Chair 
was established in 1992 with philanthropy 
from Morton International, a company 
with ties to the Medical Center dating 
back to the 1940s when then-chairman 
Sterling Morton joined the board of St. 
Luke’s Hospital. An is the inaugural holder 
of the Morton Chair. 


Paul M. Carvey, PhD, was named 
chairman of the Department of Pharma- 
cology at Rush University. Carvey is the 
course director for classes in medical 
pharmacology, neuropsycho-pharmacology, 
medical neuroscience and medical neuro- 
biology. He is also the director of the Rush 
Neuropharmacology Research Laborato- 
ries. Carvey’s research focuses on the 
chemical structures of the brain and, in 
particular, how drug substances affect 
neurologic and neuromuscular function. 

Ann Minnick, PhD, RN, FAAN, 


who holds the Independence Foundation 


Chair in Nursing Education, has been 
promoted to associate dean of research. 
She also directs the Office of Nursing 
Services Research and Support. 

Suzanne Yellen, PhD, has been 
appointed director of the Psychosocial 
Oncology program in the Rush Cancer 
Institute. The Psychosocial Oncology 
program provides for the emotional and 
psychological needs of cancer patients and 
their families. With Carol Blendowski, BS, 
RN, Yellen also serves as co-director of the 
Wellness Resource Center, which offers 
informational resources to cancer patients. 
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Clinic Helps Heal Neighborhood's Wounds 


By the end of the 1960s, much of the West 
Side had lost the majority of its businesses 
and residents to the suburbs and more 
prosperous parts of the city. Already 
crippled by growing unemployment and 
violence, North Lawndale was virtually 
paralyzed by the riots following Martin 
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Luther King Jr.’s assassination in 1968. 

Thirty years later, the predominately 
African-American Westside neighborhood 
is waking up from its economic and social 
coma. Doctors and nurses from Rush have 
become a part of the revitalization by 
restoring community outreach programs 
and providing basic medical care in a 
convenient location. 

Operated by staff from the Rush 
Primary Care Institute, who work with 
medical and nursing students from Rush 
University, Rush Homan Square Health 
Center is right in the center of the revital- 
ization — the former headquarters of 
Sears, Roebuck and Co., just four miles 
west of downtown Chicago. 

Renovation on the former Sears 
building began about five years ago when 
Sears leaders tapped local developer 
Charles Shaw to spearhead the project 
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Patricia Potts, RN, a nurse practitioner at Rush Homan Square 
Health Center, talks to Trinina Corbin about her blood pressure. 


and help restore a sense of community to 
North Lawndale. 

Anchoring community development 
efforts are a number of new single-family 
homes situated around the stately square 
facing the Sears building. Shaw built the 
homes as an incentive to draw middle- 
class families into the 
neighborhood. 

The businesses and 
service agencies located 
in the former Sears 
building share both an 
address and an agenda: 
to bring residents to 
North Lawndale and 
give them plenty of 
reasons to stay. 

“When Charlie 
Shaw came on board, 
he brought a basic, but 
crucial theory,” says 
Alice Fairman Daniels, 
MD, the clinic’s on-site 
medical director. “If 
you provide housing 
and expect people to 
build a life, you’ve got 
to provide the tools 
to keep them in the 
community.” 

Since opening two 
years ago, the Rush Homan Square Health 
clinic has become an essential building 
block in a neighborhood that is under 
construction. The total number of patients 
has more than tripled, reaching 700. For 
families, access to affordable, convenient 
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Houses under construction near Homan Square — one indication that the landscape is changing 


in Chicago’s North Lawndale neighborhood. 


health care is like a magnet, pulling them 
into a network of support, where family 
planning, job placement and social services 
are accessible. 

“Once someone comes in, they realize 
that this is a place where they won’t be 
turned away, where someone will listen to 
their concerns and give them some con- 
crete answers,” says Patricia Potts, RN, a 
nurse practitioner at Homan Square. “If we 
can’t meet their needs directly, we’ll try to 
find someone who can.” 

For example, many young women who 
visit the clinic’s obstetrician are referred to 
a family support organization next door in 
the Homan Square building. The stream of 
traffic between the clinic and the agency, 
Family Focus, flows both ways, bringing 
many teenage mothers and their babies 
in for their first-ever checkups. 

Aggressive outreach, Daniels says, is 
the key to providing preventive care. 
“Teaching healthy habits is just as impor- 
tant as writing prescriptions,” she says. 
Proof of that philosophy is “Start with Your 
Heart,” a heart disease prevention program 
the staff offers to students annually at six 
local elementary schools. 

As the clinic becomes more rooted in 
the community, the potential for growth 
looks promising. Plans are under way for 
a $20 million Homan Square Community 
Center. Working with a community advi- 
sory board, the Shaw Company is making 
plans for a new home for the clinic, a 
YMCA fitness center and Family Focus. 
Organizers hope to open the center by the 
year 2000. — Amanda Temple 
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Research Investigates New Treatment for Bacterial Imbalance in Women 


Some cases of infertility, infec- 
tion and complications during 
pregnancy have been linked to 
a poorly understood bacterial 
imbalance within the female 
genital tract. Up to 25 percent of 
women of childbearing age have 
the condition, called bacterial 
vaginosis, yet it often goes unde- 
tected and treatments are limited. 
Researchers at Rush are 
investigating how organisms in 
the female genital tract interact 
to maintain a balance, and what 
goes awry when bacterial 
vaginosis develops. “If we can 
understand how the vaginal 
ecosystem is regulated, we can 


learn how to restore it when it becomes unbalanced,” says 
Sebastian Faro, MD, PhD, chairman of the Department of 
Obstetrics and Gynecology and principal investigator of 


the study. 


Bacterial vaginosis occurs when bacteria found naturally 
in the female genital tract grow at abnormal rates. A healthy 
female genital tract maintains both beneficial and harmful 
bacteria in a delicate balance. In bacterial vaginosis, the 


Surgeon Tests New Therapy for Head and Neck Cancer 
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Sebastian Fae MD, PhD, talks with a colleague. 


amount of beneficial bacteria 
decreases, resulting in an over- 
growth of harmful bacteria. This 
harmful bacteria causes infections 
that can lead to premature labor, 
septic shock and even infertility. 

Studies have shown that one 
type of beneficial bacteria, lactoba- 
cillus acidophilus, is a key factor in 
maintaining equilibrium within the 
female genital tract. Lactobacillus 
acidophilus produces a protein 
called bacteriocin, which inhibits 
the growth of harmful bacteria, 
says Faro. 

Rush is the only site where 
researchers are testing bacteriocin 
to see if the protein can be used as 
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this, relapse is frequent. 


“We hope to develop new treatments to target the initial 
cause of bacterial vaginosis, thus reducing the incidence of 
recurrence,” says Faro. “If we can do that, we’ll be able to 
prevent serious infections from occurring.” 


A promising new treatment for head and 
neck cancer that attacks tumors with 
electricity and injections of chemotherapy 
drugs is being tested at Rush. The treat- 
ment offers new hope for the 50,000 
Americans who are stricken each year 

by this debilitating disease. 

In a pilot study completed last fall, 
Rush surgeon William Panje, MD, treated 
10 patients who have locally recurrent 
head and neck cancers with this com- 
bined approach. The tumors of eight 
patients shrank by at least 50 percent 
or disappeared. 

Panje performs the procedure by 
first injecting the tumor with a dose of 
bleomycin, a chemotherapy drug, that 
is one-hundredth of the standard dose. 
Then he immediately inserts a probe 
directly into the tumor, which sends 
electrical pulses that — for a split second 
— open up the pores in the tumor cells’ 
membranes. When the pores close, the 


drug is trapped in the tumor cells 
where it can work to kill the tumor 
without damaging the rest of the body. 

“Up until this time, doctors had to 
use such toxic amounts of bleomycin 
intravenously that it hurt patients,” 
says Panje, director of head and neck 
reconstruction and skull base surgery 
at Rush. “This delivers anticancer 
drugs only to the cancer, not to the 
whole body.” 

This combined approach — called 
electroporation therapy — eliminates 
many of the side effects of standard 
intravenous chemotherapy, such as 
nausea and hair loss, since only a low 
dose of bleomycin. is used. For some 
patients, the treatment also eliminates 
the need for debilitating head and 
neck surgery. 

Phase 2 clinical trials are expected 
to be completed this fall. If the trials are 
successful, a third round of trials will be 


In electroporation therapy, a chemotherapy drug 
is injected directly into cancer cells. A probe sends 
electrical pulses that trap the drug inside tumor cells. 


conducted at Rush. For information on 
enrolling in this trial, call 312-664-6715. 


— Laura Ramos 
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therapy for bacterial vaginosis, either by itself or with antibiotics. 
Antibiotics are the current treatment for bacterial vaginosis, but 
they treat the end result, not the cause, says Faro. Because of 


— Lisa Spengler 
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The Rev. Thomas 
Nangle never imagined 
his prayers would be 
answered by a con- 
victed drug dealer. 

But when the 
chaplain for the Chi- 
cago Police Department 
found out a dealer’s 
four-story Westside 
home had been confis- 
cated by the federal 
government and turned 
over to local authori- 
ties, Nangle knew he’d 
found just the place to 
help people on the 
right side of the law. In 
a special 15-year agree- 
ment with the city, the Police 
Chaplain’s Ministry has leased the 
building for $1 a year, provided they use 
the building to benefit the law enforce- 
ment community. 

Call it sweet justice. Call it 
divine intervention. Or just call it St. 
Michael’s House — the name on the 
sign that greets police officers and their 
families who come to 1759 W. Adams 
for counseling and interfaith ministry. 
Once the stomping grounds of crimi- 
nals, the house now can be the first step 
police officers take in treating alcohol- 
ism and personal problems. 


St. Michael’s House was formerly the home of a convicted drug dealer. 
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St. Michael’s House is a cooperative 
effort of Rush Behavioral Health, the 
Police Chaplain’s Ministry and the Police 
Assistance Center (TPAC), a counseling 
service for officers and their families. 
Together, they are providing a compre- 
hensive approach to treating the mental, 
emotional and spiritual needs of officers 
in a confidential setting. 

“We've been talking about doing 
this for years, so when the house became 
available, we were able to stop talking 
and start putting a roof on our plans,” 
Nangle says. 

Doctors from Rush Behavioral 
Health, a program 
of the Rush Insti- 
tute for Mental 
Well-Being, are 
providing inten- 
sive Outpatient 
alcoholism treat- 
ment at St. 
Michael’s. A 
major provider 
of addiction and 
psychiatric pro- 
grams, Rush 
Behavioral Health 
brings experience 
in helping people 
with highly ac- 
countable, high- 
risk occupations, 
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Seeing things from a police officer’s perspective is a unique advantage of St. Michael’s House. 


like law enforcement officers, physicians 
and other healthcare professionals, pilots 
and corporate executives. 

Counselors from the Police Assis- 
tance Center work with officers who 
request individual, marital or family 
counseling. Working closely with the 
Fraternal Order of Police, the center has 
established connections within the law 
enforcement community both through 
official management channels and word- 
of-mouth referrals. 

The Police Chaplain’s Ministry 
occupies the entire second floor, operat- 
ing a drop-in center and providing pasto- 
ral counseling. 

Having a variety of services in one 
place helps calm officers’ concerns about 
sacrificing their privacy, organizers ex- 
plain. “Often, when an officer is the 
only cop in a group therapy situation, 
he doesn’t feel like part of the group,” 
says Rory Gilbert, LCSW, director of 
clinical services for TPAC. 

And it’s hard to stay involved in a 
group when you feel as if you don’t be- 
long, say those who’ve counseled officers. 
“That’s why it’s crucial to create a thera- 
peutic community where police feel safe 
to admit they have problems,” says Dan 
Angres, MD, director of Rush Behavioral 
Health. “Here they realize they’re not the 
only ones who go through this.” 

— Amanda Temple 
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What Do You Think About the Controversy Surrounding Human Cloning? 


Richard Rawlins, PhD, HCLD, is an embryologist, professor 


and director of the In-Vitro Fertilization Laboratories in the 


Section of Reproductive Endocrinology and Infertility of the 


Department of Obstetrics and Gynecology. The RushRecord 


met with him recently for a discussion on the changing world 


of reproductive research and policy. 


Our position at Rush is consistent with 
the policy of the Society for Develop- 
mental Biology, a professional group that 
investigates cell biology, and with Presi- 
dent Clinton’s request for a five-year 
moratorium. We don’t want to condemn 
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Richard Rawlins, PhD, says cloning needs to be studied further before it is banned or encouraged. 


human cloning, or say that we would 
never clone at Rush, but at the present 
time, there is no medical indication to 
do it. 

I have no doubt that someplace, 
somehow, somebody will clone a human 


being. Many of the problems with the 
technology of doing it will eventually be 
solved, or are already being solved. As far 
as human cloning is concerned, let’s not 
say never, but rather put it on the back 
burner while we get a picture of what’s 
happening with animals first. We have 
good animal models in sheep and mon- 
keys. From them we’ll develop a better 
understanding of the cell biology in- 
volved in cloning, and the biological 
risks. We can make human cloning work, 
but why should we do it until we have all 
the pieces of the puzzle put together? We 
are not cloning humans at Rush. 

At some point in time there may be 
an indication for a clone. For example, 

I was a guest on WGN radio on this 
topic, and one of the people calling in 
raised the issue of cloning a donor for 
your child, such as a bone-marrow donor. 
There have been cases where a couple 
had a child specifically to get stem cells 
or cord blood to donate back to a dying 
child. Questions came up at the time 
about the morality of this practice, but 
imagine the discussion that would arise 
if the child were a clone instead. 

A ban on cloning could extend to 
the cloning of individual human cells — 
would we be willing to outlaw that? 
Cloning cell lines, organs or other body 
parts certainly has already been shown 
to have therapeutic benefit in medicine. 
Perhaps we may want to clone stem cells 
for Alzheimer’s patients or skin for burn 
victims. We don’t really know what the 
potential benefits of cloning will be. It 
doesn’t make a lot of scientific sense to 
say absolutely not, but it makes a whole 
lot of sense to take a very steady, me- 
thodical and ethical approach to it. 

I don’t know that society is ready 
for this on an emotional scale. For the 
lab, it’s always a question of what we 
can do technologically versus what we 
should do. And that’s characterized 
assisted reproduction and in-vitro 
fertilization from day one. Cloning is 
not inherently evil, but it’s certainly 
something that has to be looked at 
from many different viewpoints.” 

— Rebecca Johns Trissler 
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ike a gate or wall that surrounds a 
building, the membrane around a cell 
discourages unwanted visitors, says 
Robert Eisenberg, PhD, chairman of the 
Department of Molecular Biophysics and 
Physiology. Embedded within this mem- 
brane are tiny gateways, called channels. 
Special proteins that open and close, 
channels control what goes in and out 
of a cell — from nutrients and fluids to 
nerve impulses and brain signals. 

It’s like a sophisticated security sys- 
tem, says Eisenberg, who was recently 
awarded a $1.6 million dollar grant from 
the U.S. Department of Defense to help 
define how channels work. Because chan- 
nels play such a crucial role in many 
biological functions, they are of particular 
interest to scientists and physicians. 

“If we know the physical 
laws that govern how chan- 
nels operate, we can 
control them,” says 
Eisenberg. 

He and his 
colleagues are 
close to 
solving 
one of the 
mysteries 
surrounding 
channels: how things 
move in and through 
them electrically. 
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Scientists have long known that 
organisms use electricity to carry 
out various functions, such as transport- 
ing important nutrients and minerals. 
Most minerals, such as sodium, carry an 
electrical charge and are called ions. 
These ions can move freely 
about our bodies 
because humans are 
primarily made 
up of water — 

a natural 
conductor of 
electricity. 

Cell mem- 
branes protect 
a cell from an 
uncontrolled 
onslaught of ions. 
Having the consis- 
tency of olive oil, mem- 
branes function as natural 
insulators. The only way ions get 
in and out is through channels. 

A few years ago, Eisenberg and his 
colleagues guessed that the walls of these 
gateways carry a strong 
electrical charge that 
helps draw ions 
into and 

through 

the hole. 

They are 

now testing 

a math- 

ematical 
equation they 
developed to ex- 
plain this phenomenon. 

“Science is all guess and 
check,” Eisenberg says. “There are 
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fancy words for this, but it is all about 
guessing and checking, and both things 
are crucially important.” 
Several medications are already 
available that successfully control 
what goes in and out of channels. These 
include calcium channel 
blockers for high blood 
pressure, which pre- 
vent arteries from 
constricting by inhib- 
iting the amount of 
calcium that enters 
cells lining the 
arteries. 
To develop these 
medications, pharma- 
ceutical companies relied 
on trial and error, a time- 
consuming and expensive 
method of drug development, 
says Eisenberg. Having a precise 
definition of how channels work will 
make it much easier to develop drugs 
that successfully manipulate them. 
“Think of all the old bridges 
around,” Eisenberg says. “Did you ever 
notice that the steel used on those 
bridges is enormously thick compared to 
what’s used on modern bridges? What’s 
made the difference? Someone solved the 
equation for how much steel is needed.” 
— Maggie Kennedy 


Photos show channels, tiny gateways, along 
the cell membranes of E. coli bacteria. 


Special thanks to Raimund Dutzler and Tilman Schirmer of the 
Biozentrum in Basel, Switzerland, for the use of these photos. 
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